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A package is known by the COMPANY it keeps . . . 
This B-P RACK-PACKHs of RIB-BACK SURGICAL BLADES 


is convincing proof! 


Contains one gross of one size Blades on 4 racks "oa 


RACKS with any size blades fit the 


RACK-PACK Stand 


Just as you can depend upon RIB-BACK Blades to give you maximum cutting efficiency 
—you can rely on the RACK-PACK package to really save TIME and LABOUR for 
your O.R. Personnel. 


NO wrapping of individual packages 
NO removing of individual blades 
NO handling or racking of individual blades 


Ask your dealer to show you a B-P RACK-PACK to-day. 

Price just the same as normal pack of six to packet. 
The RACK-PACK fully protects the perfect cutting edges from damage in shipping. 
storing and pre-operative handling. V.P.I. rust inhibiting liner prevents corrosion. 


Blades already on RACK 
AND—it costs the same as conventionally packaged Blades. 


ready for sterilization “in a matter of seconds.” 


Further information from: 


GURR SURGICAL INSTRUMENTS (PTY.) LTD. 


Harley Chambers, Kruis Street. P.O. Box 1562, JOHANNESBURG 


il September 1955 
: 
s 
4 
| 
| 
| 
H 
H 
t 
t 
j 
: 
| 
| H 
H 
| 
| 
| > 
; 
' 
H 
i 
H 
} 
‘ { 
| 


September 1955 MEDICAL PROCEEDINGS - MEDIESE ByDRAES 


plications, promotes drainage and en- 
courages resolution. It isquickly and 
easily administered. Instruction leaf- 
lets for the guidance of patients can 
be supplied to prescribers. 
FULLY DESCRIPTIVE literature is 
available and a Technical Informa- 
tion Service is always at your 


THIS CHILD is suffering from acute 
otitis media. No immediate danger, 
but the parents are anxious. Inflam- 
mation and pain must be relieved and 
infection controlled. 

A CLEAR CASE FOR AURALGICIN. 
Auralgicin—widely known, trusted 
and prescribed—alleviates pain, 
reduces the incidence of com- ull disposal. 


Manufactured by Ben- 
ger Laboratories Limi- 


: : ted of Holmes Chapel, 
Cheshire, England. and 
C Gar Ca Se r distributed in the Union 
of South Africa by Fisons 
Chemicals (S.A.)(Pty.) Ltd. 


TRADE MARK 


A 


FISONS CHEMICALS (Bencer ) 


(S.A.) (PTY.) LTD. 


Formerly BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LIMITED enoame? 
259, Commissioner Street, P.O. Box 5788, Johannesburg. 
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FOR MIXED INFECTIONS 
AND WHEN THE CAUSATIVE 
ORGANISM IS NOT IDENTIFIED ‘ 


N 
ORAL susPENSs!© 


Combines “Sulphamezathine” and the long 
acting Benzathine Penicillin in a 
pleasantly flavoured oral suspension. 


“Since Penicillin has a limited range of activity, it is 
sensible practice, when the infection is not identified, 
to combine it with Sulphonamide. Sulphadimidin2 
(‘Sulphamezathine’) is the one | prefer to use since 
it rarely, if ever, precipitates in the kidney and 
ureter.” 


Med. Press (1954), 231, 75. 


(3.5 cc.) ‘SULMEZIL’ 
SUSPENSION CONTAINS 
0.5 gm. SULPHAMEZATHINE 
AND 150,000 UNITS 
BENZATHINE PENICILLIN 


AVAILABLE IN 50 cc. BOTTLES 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
WILMSLOW, MANCHESTER (A subsidiary company of Imperial Chemical Industries Limited) 
Distributed by: 

1.C.l. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
PAN AFRICA HOUSE 77 TROYE STREET P.O. BOX 11270 JOHANNESBURG 
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in allergic dermatitis 


SURFADIL 


(Cyclomethycaine and Thenylpyramine, Lilly) 


provides prompt and prolonged relief 
from contact dermatitis caused by poison ivy, 
oak, or sumac, drugs, chemicals, paints, 
plastics, or clothing; also from eczema, pruritus ani, 


insect bites, heat rash, and sunburn. 


for weeping dermatitis 

In 60 c.c. bottles (M-64) 

New formula: Titanium Dioxide replaces Zinc Oxide; covers 
skin five times better, reflects sun’s rays. Flesh-tone in color. 


SURFADIL CREAM 


for dry dermatitis 
in 1-0z. tubes (No. 6) 
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INTERNATIONAL 


medical news. bulletin 


Current Developments in the Fields of Antibiotics, 


Hormones, Nutrition and Clinical Medicine 
Prepared for Physicians by the Medical Dept. of Pfizer International Service Co., In-:., 25 Broai Street N:2w York 4 N.Y. U.S.A. 


Vor. It, No. 7, 1966S 


ANTIBIOTIC NEWS AND NOTES 


SOUTH AFRICA: OXYTETRACYCLINE-HYDROCORTISONE OINTMENT "MUCH SUPERIOR" FOR BLEPHARITIS 
TREATMENT - Terra-Cortril* (brand of oxytetracycline with hydrocortisone) "is a 
most powerful weapon in controlling acute and chronic diseases of the external 
eye," Wolff (Johannesburg) avers. Of 40 patients with chronic blepharitis treated 
with Terra-Cortril applicationst q. 4 h., 27 "responded dramatically," 7 were 
moderately improved, 6 nonimproved. All had received previous antibiotics and 
cortisone without effect. The author therefore concludes that Terra-Cortril 
"seems to be much superior to any other form of therapy used in the past." 


Wolff, J. E.: South African M. J. 29:281 (March 19) 1955. 


ENGLAND: LEPTOSPIROSIS RESPONDS TO PENICILLIN - Early administration of penicillin in 
high dosage is "an effective form of therapy" of L. canicola infection, according 
to Crooks and Blair. "Very rapid response" is reported for 2 patients. One 
received 250,000 units of crystalline penicillin, intramuscularly every 6 hours, 


with relief of symptoms in 24 hours; the other, one million units three times 
daily. 


Crooks, J., and Blair, W.: Brit. M. J. 1:885 (April 9) 1955. 


BRAZIL: ACTINOMYCOSIS: DIHYDROSTREPTOMYCIN MAY ELIMINATE NEED FOR SURGERY - Surgical 
intervention proved unnecessary in 2 patients with actinomycosis treated with 
dihydrostreptomycin. Lesions "regressed rapidly" and both became well within 
30-40 days on dosage of 1 Gm. daily. 


Alvaro, P.: Hospital, Rio de Janeiro 46:655 (Dec.) 1954. 


ACUTE LUNG ABSCESS - For the medically manageable acute lung abssess, Gittens and 
Mihaly (Harlem Hosp.) employ procaine penicillin G. intramuscularly in a dosage 
schedule of 600,000 units every 6 hours until the patient is "clinically well," 
then twice daily "until there is complete radiologic resolution of the lesion with 
only residual minor irreversible fibrotic changes." "We have not encountered 


tAvailable as Terra-Cortril* Ophthalmic Suspension; supplied in a sterile 5 cc. 
bottle equipped with eye dropper. 


*Trademark of Chas. Pfizer & Co., Inc. 
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any hypersensitivity reactions to parenteral penicillin in any of our cases." The 
authors also have used Terramycin and chlortetracycline in dosages of 250 mg. 
every 6 hours until clinical cure is attained, then three times daily until 
complete radiologic clearing is seen. In 2 patients in an advanced state of 
sepsis, "we administered initial doses of 500 mg. of Terramycin in 5 per cent 
glucose intravenously concurrently with oral medication. We believe this procedure 
to have been life-saving in these two cases." 

Gittens, S. A., and Mihaly, J. P.: Am. J. Surg. 89:986 (May) 1955. 


“SAFE AND EFFECTIVE": TERRAMYCIN INTRAMUSCULAR USEFUL IN PEDIATRICS - Terramycin 


Intramuscular "is the first broad-spectrum antibiotic that is both safe and 
effective when given by the intramuscular route. . . . In children, gastroenteritis, 
croup, meningitis, and infections complicating certain surgical conditions may be 
adequately treated by its use and it is the drug of choice when oral medication 

is not possible." Gastroenteritis: where there is suspicion of Salmonella or 
Shigella etiology, antibiotic treatment "is indicated" and Terramycin Intramuscular 
"is ideal. After the first injection further drug is not required for twelve 


hours. . . ." Croup: Since respiratory embarrassment often makes oral medication 
difficult, Terramycin Intramuscular "is the treatment of choice." Meningitis: 


Terramycin Intramuscular "is effective against the three most commonly involved 
bacteria; H. influenzae, Meningococcus, and Pneumococcus as well as many of the 
less common ones." In 2 groups of patients, particularly, Terramycin 
Intramuscular "is the drug of choice": 1) those with proved H. influenzae, type B 
infection, and 2) those in whom the etiology cannot be established. 


Schaefer, F. H.: Ohio M. J. 51:347 (April) 1955. 


TERRAMYCIN IN TROPICAL MEDICINE 


IN TROPICAL MEDICINE - In a recent Symposium on Terramycin* (brand of oxytetracycline) 


Loughlin and Mullin "critically" review reports on the "efficacy of broad-spectrum 
antibiotics [including Terramycin] and chemotherapeutic agents commonly used in 
tropical medicine." Considering the results of their own laboratory and 

clinical investigations, as well as those in the literature, the authors 

conclude that "if only one drug could be selected to take to the tropics that 

drug should be oxytetracycline." Part of their extensive survey of the literature 
was written in collaboration with A. A. Joseph and F. Duvalier of Port-au-Prince, 


Haiti. 


IN AMEBIASIS - On the basis of "unmistakably favourable" results in a comparative 
study of 538 patients treated with broad-spectrum antibiotics, members of the 
Joint Dysentery Unit operating in South Korea "regarded oxytetracycline as the 


most effective therapeutic agent in acute amoebic dysentery. ... Other 
investigators . . . have obtained results similar to those claimed by the Joint 
Dysentery Unit." Treatment results for chronic intestinal amebiasis have differed, 


but "the majority agree that Terramycin is the most efficacious single 
antibiotic” in the treatment of this disease. In hepatic amebiasis, antibiotics 


have "uncertain value," according to the "consensus of expert opinion. ris 


IN ENTEROBIASIS - Loughlin and Mullin say: "We have not altered our original opinion 


that oxytetracycline, given for seven days in doses of 1 Gm. daily to children 


*Trademark of Chas. Pfizer & Co., Inc. 
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less than 5 years old; 1.5 Gm. daily to children between 5 and 10 years old; and 
2 Gm. daily to those more than 10 years old and to adults, is currently 
the most efficient single anthelmintic in enterobiasis." 


IN TROPICAL BACTERIAL INFECTIONS - Hardy, Mason and Martin are cited as preferring . 
Terramycin for the following reasons: "almost all Shigellae were found by in 
D. vitro testing to be highly sensitive to [Terramycin]. Oxytetracycline produced 
no troublesome side reactions in these patients. Inasmuch as problems of 
| differential diagnosis arise in areas in which amoebic and bacillary dysentery 
i both occur and since oxytetracycline is far superior . . . in the treatment of 
' acute amoebic dysentery, it is advisable to use the antibiotic with the broadest 
coverage, i.e., oxytetracycline." 


IN TROPICAL ULCER - "The response of tropical ulcers to topically applied crystalline 

Terramycin was so favourable that we venture the opinion that, when crystalline 
( oxytetracycline is continually in contact with tropical ulcers, it exhibits not 
only an antimicrobial effect, as manifested by the disappearance of fusiform 
bacilli and spirochetes within 24 hours and sterilization of ulcers within 24 to 
48 hours, but a growth stimulating effect on the tissues as well." Treatment 
should include "a suitable diet high in protein with vitamin supplements, 
expecially A. The use of systemic antimicrobial therapy is optional." 
Loughlin, E. H., and Mullin, W. G.: Internat. Rec. Med. 168:150 (March) 1955. 


STEROID STUDIES 


HYDROCORTISONE IN "REBELLIOUS" DISEASES - Recent reports illustrate the expanding 
use of hydrocortisone in difficult-to-treat diseases: A 10 year old patient with 
ulerythema ophryogenes (keratosis pilaris)! dating from shortly after birth 


responded in 3 weeks to application of 2.5% hydrocortisone ointment - "a safe, 
simple, and effective treatment for this rebellious disease." Necrobiosis 


lipoidica diabeticorum (Oppenheim-Urbach disease)? showed "about 90% improvement" 
following injections of hydrocortisone acetate into the lesion. Hydrocortisone 
suspension 2.5% (0.5 cc.) was injected 6 times at 2 week intervals. 


1. Edelstein, A. J.: A.M.A. Arch. Dermat. 71:450 (April) 1955. 
Savitt, E.: Ibid. S06. 


TUBERCULOSIS CONFERENCE: HYDROCORTISONE GIVES "STRIKING" SYMPTOMATIC RESPONSE IN 

C= =9 TUBERCULOSIS - Katz and co-workers have given Cortril* (brand of hydrocortisone) 
to 9 patients with hopeless or preterminal pulmonary tuberculosis. "A symptomatic 
response, often striking, and an altered clinical course, often dramatic, was 
observed in 7 of the 9 patients. The improvement began in 24 to 72 hours. There 
was a marked sense of well-being bordering on euphoria . . . relief from cough, 
fever, night sweats and tachycardia. Appetite was increased and weight gains . 
were noted. Increased physical activity occurred." There was no change in 
appearance of roentgenograms, no evidence of dissemination. Regimen: 40 - 300 
mg./day Cortril orally for 2 - 34 months in 4 patients, 5 - 8 months in 5. 


Chemotherapy was continued in all patients. "Hydrocortisone therapy in 
tuberculosis must be considered to be still in the experimental stage." 
Katz, S.; McCormick, G.; Shea, J.; Schmidt, W.; Leonard, J.; Chambers, J., and . 
i Gimble, A.: Paper presented at Fourteenth Conference on the Chemotherapy of 
Tuberculosis, Veterans Administration-Army-Navy, Atlanta, Ga., Feb. 7-10, 1955. 


*Trademark of Chas. Pfizer & Co., Inc. 
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GENERAL MEDICINE 


SOUTH AFRICA: VITAMIN DEFICIENCIES IN THE AGED - Subclinical, or even frank, 


avitaminosis--especially deficiencies of vitamin C, B, and B,--"are not uncommon 

in the aged." Vitamin A deficiency "is to a large extent regarded as the cause 

for the harsh dry skin with hard keratotic plugs projecting from the hair follicles 
in the arms and thighs." Enlargement of the heart, with swelling of the feet, 
tender calves, and disoriented mental states "are often improved by giving 

vitamin B, and the common manifestations of haemorrhages under the skin and liver 
deficiencies may be due to lack of vitamin C and K." Lange postulates that it 
might be interesting "to speculate that the reason for old people not responding 
readily to stress situations is a lack of vitamin C, as the integrity of the 
adrenal glands depends largely on this vitamin." 


Lange, G.: South African M. J. 29:247 (March 12) 1955. 


INDIA: _B,-LINSEED OIL BENEFICIAL IN PHRYNODERMA - In treatment of phrynoderma, 


administration of B, intramuscularly “has an added healing effect" when given along 
with linseed oil. In a comparative study of 24 patients receiving B, alone 
(orally or intramuscularly), linseed oil alone, or the 2 combined, "the best 
results were obtained in the group which had both linseed oil by mouth and 
pyridoxine by intramuscular injections." Skin condition of patients in this group 
"was cured" by eighth week. Dosage: 2 injections of B, twice weekly in doses 
of 50 mg.; 3/4 oz. raw linseed oil daily. 

Chowdhury, S. R.; Rajagopal, K., and Chakraborty, A. N.: 

Indian M. Gaz. 89:283 (May) 1954. 


ENGLAND: ROUTINE ORAL IRON ADVOCATED FOR PREGNANCY - "In view of the findings in 


our series of patients, it would seem advisable to prescribe iron for all 
pregnant women and to see that it is really taken." Iron therapy, orally, in 
pregnancy "ensures a high level of haemoglobin at term in about 90% of cases." 
The authors suggest that "patients whose haemoglobin levels are below 90% at the 


beginning of pregnancy are iron-deficient. . .." In most iron-treated patients, 
the level of haemoglobin at 38 weeks is "almost the same" as that observed 6 weeks 
or more after delivery. "This finding appears to dispose of the idea that a fall 


in haemoglobin as pregnancy proceeds is due to haemodilution and is therefore 
‘physiological’ ." 
Fisher, M., and Biggs, R.: Brit. M. J. 1:385 (Feb. 12) 1955. 


TERRAMYCIN* SF* (brand of oxytetracycline with vitamins) and 
TETRACYN* SF* (brand of tetracycline with vitamins) originated 
by Pfizer research, provide specific potent antibiotics dis- 
covered by Pfizer with combined specific nutritional essentials 
recommended for fortification of the patient’s defenses during 
the stress of infection. In a single prescription, the average 
daily dose of Terramycin SF or Tetracyn SF assures nutritional 
as well as antimicrobial therapy. 

Available in 250 mg. capsules 


*Trademark of Chas. Pfizer & Co., Inc. 


Address for Medical Enquiries: 
PFIZER LABORATORIES SOUTH AFRICA (PTY.) LTD. 
P.O. Box 7324, Johannesburg. 
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In Gout 
and Gouty Arthritis 


I. Reduces Uric Acid Serum Levels 
2. Increases Uric Acid fico 

3. Frequency of attacks reduced 

4. Joint movement improves 

5. Swelling subsides 


6. Prevents development of gouty arthritis 
and resolves established tophi. 


Literature available from: 
MERCK-SHARP & DOHME 
Bex 
JOHANNESBURG 


BENEMID 
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Good, Mornings 


for patients with nausea and 
vomiting of pregnancy 


provide rapid relief 


each capsule contains : 


Pyridoxine Hydrochloride............ 50 mgm 

josage: One capsule 30 to Soe Benzocaine.. 100 mgm 
before meals. 20 capsules are Pentobarbital sodium......sssee.ss+-. 15 mgm 


usually sufficient for complete control 


(Masse, “PPLE CREAM 
healing 

in antepartum nipple conditioning 

and postpartum nipple care 


C Masse~ contains : 
9-amino acridine and allantoin in a 
non-greasy, odourless and stainless cream base, 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCK:NGHAMSHIRE ENGLAND 


Sole Distributors : 


ETHICAL PRODUCTS (PTY.) LTD. 
Ethical bag fe Johnson & Johnson (Pty.) Ltd. 
P.O. Box 


LITERATURE ON REQUEST ~ East London 


CEPAC 4963-UP 
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versatile 
anthelmintic 


‘Entacyl’ (piperazine adipate tablets) effectively 


eradicates parasitic helminths, particularly thread- 


worms and roundworms 

‘Entacyl’ is notable for the following advantages: 
Rapid action—Pleasant taste—Does not cause 
nausea or other side effects even in young children 
—Effects complete eradication without the use 


of an enema. 


“-ENTACY 


TRADE MARK 


*“ENTACYL’ TABLETS 


containing piperazine adipate 
300 mg (Brit Pat. Appn. No. 29123/53) 


Bottles of 25 and 
100 tablets. 


ad BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 Jeppe Street JOHANNESBURG 
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NEW, 
IMPROVED 
INJECTION 
TECHNIQUE 
SAVES TIME! 


*Viules’—single-dose injections in disposable cartridges— 
are ready for immediate use when time is precious. Each 
*Viule’ contains an accurate dose of stable, sterile solution in a 
special glass cylinder sealed at both ends by rubber diaphragms. 
When inserted in a special all-metal syringe, one diaphragm 

acts as a plunger, and the solution is expelled by means of a piercer 
needle through the other diaphragm. The cartridge is in 

effect a disposable syringe barrel. 

‘Viules’—represent a significant advance in injection technique— 
the risk of syringe-transmitted infection is reduced, and the 
cleaning, sterilization and lubrication of glass 


syringes is obviated. 


@ For further information please write to: 
B.P.D. (S.A.) (PTY.) LTD., P.O. BOX 45, JEPPESTOWN, TVL. 


Viules offer these advan- 
tages at no extra expense:— 


@ Ready for immediate use 
—no ampoule filing 


@ No syringe breakages 

« Sterilization reduced to a 
minimum 

@ Ease of injection 

@ Accurate dosage 


Drugs now available in ‘Viules’: 
Atropine Sulphate; ‘‘Cobastab” 
Vitamin B12; Ergometrine Mal- 
cate; Hepastab Forte (concen- 
trated Liver Extract); Methyl- 
amphetamine; Morphine Sul- 
phate; Nikethamide; Pethidine 
Hydrochloride; Procaine Peni- 
cillin. 
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POLYCYCLINE 


TRADE MARK (TETRACYCLINE BRISTOL) 


Fever SIDE EFFECTS induced by POLY- 
CYCLINE than by either analogue. An 
important clinical advantage in the use of Poly- 
cycline is the greatly reduced frequency and severity 
of such reactions as nausea, vomiting, and diarrhoea 
—which so often necessitate termination of treatment 
with older broad-spectrum antibiotics. 


POLYCYCLINE SUSPENSION 250 


ORE EFFICIENT ANTIBIOTIC ACTION 

WITH POLYCYCLINE than with older 
analogues chlortetracycline and oxytetra- 
cycline.  Polycycline is more soluble than 
chlortetracycline and is thus more rapidly 
absorbed and more widely diffused throughout 
the body. And, because Polycycline is also more 
stable in solution than either analogue, higher 
serum concentrations are achieved, even in 
the spinal fluid, and these levels are maintained 
for a longer time. 


POLYCYCLINE PEDIATRIC DROPS 


WIPE RANGE OF INDICATIONS for POLY- 
CYCLINE ...similar to its older analogues. 
The broad-spectrum antibiotic efficacy of Poly- 
cycline includes both Gram-positive and Gram- 
negative bacteria, as well as certain rickettsiae, 
large viruses, and organisms developing resistance 
to penicillin. 


POLYCYCLINE CAPSULES 


Requires no_ refrigerator 
space—since all dosage forms 
of POLYCYLINE are stable 
for long periods at room 
temperature. 


~= Dristol 


LABORATORIES INC, 


SAMPLES AND LITERATURE 
CYAVAILABLE FROM: 


Gi BRISTOLABS (PTY.) LTD., P.O. BOX 2515, JOHANNESBURG 
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Fast, accurate 
j diagnosis with 
\ complete, compact 


ALLYN 

OPHTHALMOSCOPE- 

OTOSCOPE SETS 


No. 216 operating otoscope. 


case. More 


No. 201 dual-purpose otoscope. No. 21 “Sandura” 


Patented rotatable speculum 
iiclder gives greater operatirig 
space. No set screw adjustments. 
Brilliant direct illumination, 
5 nylon specula. 


No. 110 ophthalmoscope. Su- 
perb May type head with pre- 
focused optical systam and pat- 
ented rotatable unit for instant 
choice of apertures. 23 lenses, 
0 to +40, —1 to —20. 


New design, with large diag- 
nostic-type lens pivoted at top, 
and thumb extension at bottom. 
Ample room for instrumenta- 
tion. 5 nylon specula. 


Rotatable unit in No. 110 oph- 
thalmoscope gives standard, pin- 
hole or slit apertures, white line 
grid and red-free filter. No. 106 
ophthalmoscope, without rota- 
table unit, at lower cost. 


durable, compact, sanitary and 
attractive than old style cases. 
No. 21-L for large battery 
handles; No. 21-M for medium 
battery handles. 


Battery handles fit otoscopes, 
ophthalmoscopes, and many 
other Welch Allyn instruments. 
Sensitive rheostat controls and 
plug-in receptacles for cords. 
Choose No. 700 large; or No, 
705 medium. 


WELCH ALLYN, INC. 


Skaneateles Falls, N. Y. 


South African Distribuvors: 
WESTDENE PRODUCTS (PTY.) LIMITED 


JOHANNESBURG: 23 ESSANBY HOUSE, 175 JEPPE STREET 

CAPE TOWN: 408 GRAND PARADE CENTRE, CASTLE STREET 
PRETORIA: 210 PRETORIA MEDICAL CENTRE, PRETORIUS STREET 
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EDITORIAL 


A CONSULTANT REGISTER? 


The vast advances in certain special fields of 
medical knowledge in recent decades have 
made inevitable a progressive fractionation of 
clinical practice, although many of these 
advances have found easy application and 
extended the scope and competence of the 
general practitioner tremendously. Neverthe- 
less, a traditional (but not very rigid) distinc- 
tion between physicians and surgeons goes 
back to the days of the early barbers, and in 
the last 25-30 years several fields of practice 
have steadily become more than one man can 
hope to cope with equally competently in all 
their parts. The tendency of some practi- 
tioners voluntarily to limit their interests to 
certain branches of medicine led, in South 
Africa, to a gradual evolution of consultants 
and specialists. 


HISTORY OF SPECIALITY REGISTRATION 


The Medical Council recognized this de facto 
development by passing ethical rules to regu- 
late the conduct (and not the skill) of prac- 
titioners who chose to confine their practice. 
It is important to appreciate that the Council 
was not concerned to create a new order of 
things in the profession, but merely to give 
formal recognition to a situation which was 
crystallizing in the natural course of events. 
Because specialists elected to see patients 
directly (unlike consultants, who would only 
agree to see a patient referred by another col- 
league), a certain disruption of the relationship 
between specialists and general practitioners 
was inevitable. In a desire to regularize the 
situation, in the public as well as the profes- 
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REDAKSIONEEL 


REGISTER VIR KONSULTARTSE? 


Die reusagtige vordering wat daar in die 
afgelope dekades op sekere spesiale gebiede 
van mediese kennis gemaak is, het ’n toe- 
nemende onderverdeling van kliniese praktyk 
tot onvermydelike gevolg gehad, ondanks die 
feit dat heelwat van hierdie vordering maklik 
toegepas is op, en ’n geweldige uitbreiding 
meegebring het van die algemene praktisyn 
se bestek en bevoegdheid. Nietemin is daar 
’n tradisionele (maar nie baie onbuigsame nie) 
onderskeid tussen geneeshere en chirurge wat 
tot die dae van die vroeé barbiers herlei kan 
word, en in die afgelope 25-30 jaar het etlike 
sfere van die mediese praktyk so groot geword 
dat geen enkele man kon hoop om op 'n 
ewe doeltreffende wyse tred te hou met alle 
onderdele daarvan nie. Die neiging van 
sommige geneeshere om hul belange vry- 
willig tot sekere vertakkinge van die genees- 
kunde te beperk, het in Suid-Afrika aanleiding 
gegee tot die geleidelike ontstaan van kon- 
sultartse en spesialiste. 


DIE GESKIEDENIS VAN SPESIALITEITS- 
REGISTRASIE 


Die Mediese Raad het hierdie de facto-ont- 
wikkeling erken deur etiese reéls op te stel 
vir die regulering van die gedrag (en nie van 
die bekwaamheid nie) van praktisyns wat ver- 
kies om hul praktyk te beperk. Dit is 
belangrik om te besef dat dit nie die doel van 
die Raad was om ’n nuwe orde in die pro- 
fessie tot stand te bring nie, maar bloot om 
formele erkenning te verleen aan 'n toestand 
wat in die natuurlike loop van sake vaste 
vorm begin aanneem het. 
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sional interest, a plenary session of the Pieter- 
maritzburg Medical Congress in 1936 passed 
several resolutions to cope with the position 
which was developing. The most crucial of 
these (that all specialists should be in the 
position of consultants) met with an unfortu- 
nate reception at the hands of the Medical 
Council. The Council rejected outright the 
Pietermaritzburg resolution requiring specia- 
lists to act as consultants, without consulting 
the profession as a whole, even though there 
was dissension within its (the Council’s) own 
ranks. One of its most eminent members (the 
late Dr. H. A. Moffat) was utterly opposed to 
the rule relating to consultants and specialists. 

Some discussions, however, were entered 
into between the Medical Council and certain 
representatives of the Federal Council of the 
Medical Association, but these critical nego- 
tiations resulted in a report which was kept 
confidential until the recommendations were 
formally approved of. The rank and file of the 
profession (whose fate was in the balance) was 
deprived of any opportunity to consider the 
position and give its advice. Thus, as a result 
of these confidential discussions (which intro- 
duced a new principle whereby the Council 
became the virtual arbiter of professional 
skills), practitioners were presented with a fait 
accompli when the rules for specialist prac- 
tice were promulgated in 1938. These events 
led Col. Pilkington Jordan, M_P.,! to remark in 
Parliament, when the Act was being amended 
last year: 

“Not one member of the profession who saw 
me in relation to this Bill expressed anything but 
sympathy with the Medical Council in the predica- 
ment in which it found itself,2 but when one comes 
to look at the history, even thohgh one does not 
want to penalize the Medical Council, its conduct 
has not conformed altogether to the standards set 
for Caesar's wife’. 

During the war years controversy about the 
unsatisfactory situation, which had been 
created by promulgation, was (for practical 
purposes) in abeyance; but despite a post-war 
request from the Medical Association that the 
implementation of new and more stringent 
rules should be postponed sine die, these new 
rules took effect from the beginning of 1948. 
It is hardly surprising that this led the 
Federal Council to deplore (in an official 
resolution) the way in which the Medical Asso- 
ciation’s representations had been treated by 
the Medical Council. 

The discontent about the position came to 
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Omdat spesialiste verkies het om pasiénte 
regstreeks te spreek (anders as die kon- 
sultarts wat slegs bereid was om ‘n 
pasiént te spreek as so 'n pasiént deur ’n 
ander kollega na hom verwys is), was ’n 
sekere ontwrigting van die verhoudinge tussen 
spesialiste en algemene praktisyns onvermyde- 
lik. Met die begeerte om die posisie in 
belang van die publiek sowel as die professie 
in die reine te bring, het ’n voltallige sitting 
van die Pietermaritzburgse Mediese Kongres 
in 1936 etlike mosies aangeneem om die toe- 
stand wat besig was om te ontwikkel, die 
hoof te bied. Die belangrikste hiervan (dat 
alle spesialiste as konsultartse moes optree) 
het ’n ongelukkige ontvangs by die Mediese 
Raad geniet. Die Raad het die Pietermaritz- 
burg-besluit, nl. dat spesialiste as konsult- 
artse moet optree, heeltemal verwerp sonder 
om die professie as ‘n geheel te raad- 
pleeg, en ondanks die feit dat daar onenig- 
heid in sy (d.w.s. die Raad se) eie geledere 
was. Een van sy mees vooraanstaande lede 
(wyle dr. H. A. Moffat) was geheel en al 
gekant teen die reél wat op konsultartse 
en spesialiste van toepassing was. 

Sekere besprekings tussen die Mediese Raad 
en bepaalde verteenwoordigers van die 
Federale Raad van die Mediese Vereniging 
het egter plaasgevind, maar hierdie kritieke 
onderhandelings het uitgeloop op ’n verslag 
wat geheim gehou is totdat die aanbevelings 
formeel goedgekeur is. Die gewone lede van 
die professie (wie se lotgevalle in die waag- 
skaal was) is geen geleentheid gebied om die 
posisie te oorweeg en om raad te gee nie. Ten 
gevolge van hierdie konfidensiéle besprekinge 
(wat ’n nuwe beginsel ingevoer het, waardeur 
die Raad feitlik die arbiter van professionele 
bekwaamheid geword het) is mediese prakti- 
syns dus voor ’n voldonge feit gestel toe die 
reéls vir spesialistepraktyk in 1938 afgekondig 
is. Hierdie voorvalle het aanleiding daartoe 
gegee dat, toe die Wet verlede jaar in die 
Parlement gewysig is, kol. Pilkington Jordan, 
L.V.,! hom soos volg uitgelaat het: 


,Geen lid van die mediese beroep wat my kom 
sien het in verband met hierdie wetsontwerp het 
iets anders gedoen as simpatie uit te spreek met die 
Mediese Raad met die oog op die netelige posisie 
waarin die Mediese Raad hom bevind het,2 maar as 
mens die geskiedenis nagaan, selfs indien jy nie die 
Mediese Raad wil laat boet nie, dan vind jy dat 
sy optrede nie heeltemal gestrook het met die 
standaard wat Caesar se vrou gestel het nie.’ 


Gedurende die oorlogsjare is die geskil oor 


1. Hansard, 18 March 1954, col. 2310. 
2. That the Courts had declared the Rules relat- 
ing to Specialities ultra vires. 


1. Hansard, 18 Maart 1954, kol. 2505, 2506. 
2. Dat die hof die reéls in verband met spesiali- 
teite ultra vires verklaar het. 
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a head again in 1949 when the Medical Asso- 
ciation conducted a referendum of its own 
members. For various reasons, including the 
unatisfactory way in which the questions were 
put, only 857 replies were received out of 
some 4,000. This inadequate canvass of medi- 
cal opinion did not really clarify the situation, 
but was nevertheless regarded as the basis on 
which the Federal Council of the Medical 
Association could and did formulate its 
official policy in favour of a Specialist Regis- 


ter. 

In September 1950 the Medical Council 
addressed a questionnaire to each of the 
specialist groups which had grown up within 
the framework of the Medical Association. The 
opinion of general practitioners was canvassed 
through the Branches of the Association. All 
replies went direct to the Medical Council and 
were not considered by the Association itself. 
Then followed the latest set of regulations (not 
obligatory until the beginning of 1957), 
gazetted in November 1952, the year in which 
a special committee of the Medical Council on 
the Abolition of the Specialist Register recom- 
mended (by 3 votes to 1) that the Specialist 
Register should not be abolished and that 
opinion should be taken on whether the 
Council’s rules were in fact lawful. The legal 
opinion obtained at that time was that the 
rules were ultra vires the enabling Act, but the 
Government Law Advisers expressed a con- 
trary view. 

The continued dissatisfaction in the profes- 
sion about the registration of Specialities 
which the Council had created was reflected in 
the debate which took place at the March 1953 
meeting of the Medical Council, when it 
refused to take a referendum of the medical 
profession on this matter by 12 votes to 10, 
the majority opinion including dentists, nurses 
and laymen. 


THE VALIDITY OF THE MEDICAL COUNCIL'S 
RULES 


It was at this time that one of the elected 
medical members of the Council, at consider- 
able financial risk to himself, tested in the 
Transvaal Division of the Supreme Court? the 
validity of the rules relating to specialists. The 
Court declared the rules to be invalid and this 
opinion was upheld by a full Bench on 
appeal.* 

The decision of the Supreme Court was fol- 


3. M. Shapiro v. the S.A. Medical and Dental 
Council, T.P.D., 19 June 1953. 

4. S.A. Medical and Dental Council v. M. 
Shapiro, T.P.D., 31 March 1954. 
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die onbevredigende toestand wat deur promul- 
gasie geskep is, links laat 1é; maar ondanks 
na-oorlogse versoek van die Mediese 
Vereniging dat die toepassing van die nuwe 
en strenger reéls sine die uitgestel moet word, 
het hierdie nuwe reéls vanaf die begin van 
1948 in werking getree. Dit is skaars ver- 
rassend dat dit aanleiding daartoe gegee het 
dat die Federale Raad (in ’n amptelike besluit) 
sy leedwese uitgespreek het oor die wyse 
waarop die vertoé van die Mediese Vereniging 
deur die Mediese Raad behandel is. 

Die ontevredenheid met die posisie het in 
1949 weereens ’n kritieke stadium bereik toe 
die Mediese Vereniging ’n referendum cnder 
sy eie lede gehou het. Om verskeie redes, 
onder meer die onbevredigende wyse waarop 
die vrae gestel is, is slegs 857 antwoorde uit 
‘n totaal van ongeveer 4,000 ontvang. Hierdie 
ondoeltreffende polsing van geneeshere se 
menings het die toestand nie werklik op- 
gehelder nie, maar is nietemin beskou as ’n 
grondslag waarop die Federale Raad van die 
Mediese Vereniging sy amptelike beleid ten 
gunste van ’n Spesialisteregister kon opstel, 
en dit kan ook gedoen het. 

In September 1950 het die Mediese Raad 
’n vraelys gestuur aan elk van die spesialiste- 
groepe wat binne die raamwerk van die 
Mediese Vereniging ontstaan het. Die menings 
van algemene praktisyns is ingewin deur 
Takke van die Vereniging. Alle antwoorde 
het regstreeks na die Mediese Raad gegaan, 
en is nie deur die Vereniging self oorweeg 
nie. Hierop het gevolg die jongste groep 
regulasies (wat nie verpligtend is tot die begin 
van 1957 nie), soos afgekondig in die Staats- 
koerant van November 1952, die jaar waarin 
’n spesiale Komitee van die Mediese Raad 
insake die Afskaffing van die Spesialiste- 
register met 3 stemme teen 1 aanbeveel het 
dat die Spesialisteregister nie afgeskaf moet 
word nie, en dat ’n regsmening ingewin moet 
word oor die vraag of die Raad se reéls inder- 
daad wettig is. Die advokaatsopinie wat 
destyds verkry is, was dat die reéls ultra vires 
was vir sover dit die bevoegdheidgewende wet 
betref, maar die regsadviseurs van die Rege- 
ring was 'n ander mening toegedaan. 

Die voortdurende ontevredenheid in die 
professie omtrent die registrasie van spesiali- 
teite, soos deur die Raad neergelé, is weer- 
spieél tydens die besprekinge wat op die ver- 
gadering van die Mediese Raad in Maart 1953 
plaasgevind het, toe die Raad met 12 stemme 
teen 10 geweier het om ’n referendum oor 
hierdie saak onder die lede van die mediese 
professie te hou. Onder die genoemde 
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lowed by an announcement by the then Minis- 
ter of Health that the Act would be amended 
to validate the position which had been unlaw- 
ful for so many years. That the Medical 
Council should be indemnified against possible 
actions for damages by practitioners who had 
been required irregularly to conform with the 
conditions laid down by the Medical Council 
for admission to specialist practice, was under- 
standable and desirable because the Council 
had acted bona fide after receiving at least one 
legal opinion which provided a foundation for 
its policy. 

The concern in the profession, however, did 
not abate. By this time the general practi- 
tioners had already formed themselves into a 
National Group which was responsible for 
initiating a completely new investigation of 
the problem. As a result a referendum of the 
whole profession was carried out under the 
auspices of the Association. The results of 
the referendum were not yet available when 
the new Minister of Health introduced an 
amending Bill into Parliament in 1954. A 
deputation (consisting of Dr. G. T. du Toit 
and Dr. Gerrit W. Schepers of Johannesburg, 
and Dr. E. W. Turton of Boksburg) waited 
upon the Minister to explain to him the 
undesirability of perpetuating indefinitely by 
legislation a situation which a large section of 
the profession found so unhealthy. The Minis- 
ter assured the deputation that he was anxious 
to obtain the considered opinion of the medi- 
cal profession and he hoped that a referendum 
of the whole profession would continue to be 
held in spite of legislation which might have 
to be enacted in the meantime.5 


UNDERTAKINGS IN PARLIAMENT 


Assurances that went much further were also 
emphasized in the subsequent debate which 
took place in the House of Assembly, as the 
following extracts from Hansard clearly 
indicate : 

Dr. Carel de Wet: I think the Minister is doing 
the correct thing, and I support . . . the Second 
Reading of this Bill, but I want to say very clearly 
that I cannot approve of this principle and the 
method by which this principle of the specialist 
register will be administered in South Africa as 
something permanent . . . I regard it only as an 
essential—and I repeat the word ‘ essential ’—tem- 
porary step. 

Col. Jordan: Mr. Speaker, I want to pay this 
tribute . . . to the hon. the Minister. Although I 
am opposing this Bill . . . at the present time, he 


5. Cape Times, 10 March 1954. 
6. Hansard (House of Assembly Debates), 18 
March 1954, cols. 2274-75. 
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meerderheid was daar tandartse, verpleegsters 
en leke. 


DIE GELDIGHEID VAN DIE MEDIESE RAAD 
SE REELS 


Dit was op hierdie tydstip dat een van die 
gekose mediese lede van die Raad, met aan- 
sienlike finansiéle gevaar vir homself, die geldig- 
heid van die reéls in verband met spesialiste 
in die Transvaalse Afdeling van die Hoog- 
geregshof getoets het.2 Die Hof het beslis 
dat die reéls ongeldig was, en, toe daar in 
hoér beroep gegaan is, is hierdie mening deur 
’n volle regbank bekragtig.* 

Die beslissing van die Hooggeregshof is 
opgevolg deur ’n aankondiging deur die des- 
tydse Minister van Gesondheid dat die Wet 
gewysig sou word om ’n posisie wat so baie 
jare lank onwettig was, geldig te maak. Dat 
die Mediese Raad gevrywaar moes word teen 
moontlike aksies vir skadevergoeding deur 
praktisyns van wie daar op ‘n onreélmatige 
wyse verlang is om te voldoen aan die voor- 
waardes vir toelating tot ’n spesialistepraktyk, 
soos deur die Mediese Raad neergelé, was ver- 
staanbaar en wenslik omdat die Raad in 
goedertrou gehandel het na die oorweging 
van ten minste een regsmening wat die grond- 
slag vir sy beleid gevorm het. 

Die besorgdheid in die professie het egter 
nie afgeneem nie. Teen hierdie tyd het 
algemene praktisyns hulle reeds saamgeskaar 
in ’n Nasionale Groep wat verantwoordelik 
daarvoor was dat ’n heeltemal nuwe onder- 
soek na die probleem ingestel is. Ten gevolge 
hiervan is ’n referendum onder beskerming 
van die Vereniging onder die hele professie 
gehou. Die uitslag van die referendum was 
nog nie beskikbaar nie toe die nuwe Minister 
van Gesondheid in 1954 ’n wysigingswetsont- 
werp aan die Parlement voorgelé het. ‘n 
Afvaardiging (bestaande uit dr. G. T. du Toit 
en dr. Gerrit W. Schepers, van Johannesburg, 
en dr. E. W. Turton, van Boksburg) het die 
Minister gaan spreek, en aan hom verduidelik 
hoe onwenslik dit is om ’n posisie wat deur 
’n groot seksie van die professie as ongesond 
beskou word, ’n onbepaalde tyd lank deur 
middel van wetgewing te bestendig. Die 
Minister het die afvaardiging die versekering 
gegee dat hy begerig is om die oorwoé 


3. M. Shapiro teen die S.-A. Geneeskundige en 
Raad, T.P.A.. 19 Junie 
1953. 

4. S-A. Geneeskundige en Tandheelkundige 
pany teen M. Shapiro, T.P.A., 31 Maart 
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has told the deputation of medical men who inter- 
viewed him that if this plebiscite . . . is held, and 
there is any substantial majority reflected by that 
referendum as existing in the medical profession, 
which is against the specialist register, he will there- 
upon give instructions to the Medical Council to 
examine the feasibility of revising the existing 
regulations and to attempt to devise a scheme which 
will give effect to the desires of the majority of the 
profession.7 

The Minister of Health: ... if there are any 
difficulties or objections to the register, I promised 
all the deputations that I would get the Medical 
Council to go into the matter and rectify it.8 

Dr. Gluckman: But the Minister . . . said that 
when the profession had ascertained for itself what 
it really wants and makes its representations known 
to him through the . . . Medical Council, the Minis- 
ter would then .. . try to give legislative effect to 
whatever the profession in due course makes up its 
mind to do. 

Col. Jordan: 1 have a large number of amend- 
ments on the Order Paper, but as a result of a 
discussion . . . with the hon. the Minister, I want 
to say ... I am accepting the assurances that have 
been given to the House and to the Committee, and 
I shall not move a single one of my amendments.!0 

Dr. Gluckman: .. . responsibility rests on the 
Minister himself. I am quite prepared to accept the 
assurances he has given to the House and to the 
Committee, and it is a responsibility which I know 
he will carry out, and it is this, that when in due 
course the medical profession has again canvassed 
its members and made up its mind precisely what it 
wants, and when it has conveyed this decision to 
the Medical Council, and when the Medical Council 
comes to the Minister with a request for amending 
legislation, so as to bring the position into line with 
the wishes of the profession, the Minister will go, 
readily and quickly, to Parliament in order to give 
legislative effect to those representations. . . .!1 

... there is a responsibility on the profession and 
on the Medical Council and on the Minister, and 
. . . the grateful thanks of the House go to the hon. 
member for Rondebosch (Col. Jordan).!2 

The Minister of Health: 1 want to thank the hon. 
member for Yeoville (Dr. Gluckman) for his 
fatherly. advice, which I shall certainly follow.!3 


IMPLICATIONS OF THE REFERENDUM 


After the indemnifying legislation had been 
passed, the result of the profession-wide 
referendum became known. This referendum 
represents the only adequate canvass of medi- 
cal opinion since the registration of specialities 
was first introduced. The voting revealed that 
there was little interest in the referendum by 
interns and practitioners in full-time employ- 
ment. However, 55% of specialists voted and 
about 50% of the general practitioners in 
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mening van die mediese professie te verneem, 
en het gesé hy hoop dat ’n referendum onder 
die hele professie gehou sal word ondanks 
enige wetgewing wat intussen aangeneem mag 
word.> 


ONDERNEMINGS IN DIE PARLEMENT 


Versekerings wat veel verder gegaan het, is 
ook nadruklik gegee tydens die latere debat 
wat in die Volksraad plaasgevind het, soos 
die volgende uittreksels uit Hansard duidelik 


aantoon : 

Dr. Carel de Wet: Ek dink die Minister neem 
die regte stap, en ek steun die Minister wat betref 
die tweede lesing . . . maar ek wil baie duidelik 
sé dat ek hierdie beginsel en die wyse waarop hier- 
die beginsel van ’n spesialisregister in Suid-Afrika 
geadministreer word nie goedkeur as iets wat 
altyd daar moet bly nie... . Ek beskou dit net as 
’n noodsaaklike—en ek herhaal noodsaaklike— 
tydelike stap.6 

Kol. Jordan: Meneer die Speaker, ek wil, as ek 
mag, hierdie lof toeswaai aan die agb. Minister. 
Hoewel ek hierdie wetsontwerp bestry . .. het hy 
aan die afvaardiging van medici wat hom kom 
spreek het gesé dat indien die referendum . . . ge- 
hou word, en daar is 'n aansienlike meerderheid in 
die mediese beroep wat teen die huidige spesialiste- 
register is, volgens daardie referendum, dat hy 
dan opdrag sal gee aan die Mediese Raad om die 
moontlikheid te oorweeg om die bestaande regula- 
sies te wysig en om te probeer om ’n plan te ont- 
werp wat sal voldoen aan die wense van die 
meerderheid van die beroep.? 

Die Minister van Gesondheid: ... as daar daarna 
enige moeilikhede of besware teen die register is, 
dan het ek die belofte aan al die deputasies gegee 
dat ek die Mediese Raad daartoe sal bring om op 
die saak in te gaan en dit reg te stel.8 

Dr. Gluckman: Maar die Minister het . . . gesé 
dat nadat die beroep vasgestel het wat hy self wil 
hé en sy vertoé aan hom voorgelé het deur die 
Py ediese Raad, dan sal hy na die Parlement 
terugkom en probeer om wetgewende kragte te ver- 
leen aan waartoe die beroep met verloop van tyd 
besluit het.? 

Kol. Jordan: Ek het ’n groot aantal amendemente 
op die Agenda, maar as gevolg van ’n bespreking 
... met die agb. Minister . . . wil ek sé dat ek... 
die versekerings aanvaar wat aan die Raad en die 
Komitee gegee is, en ek gaan geen enkele een van 
my amendemente voorstel nie.!0 

Dr. Gluckman: . . . verantwoordelikheid rus op 
die Minister self. Ek is volkome bereid om die 
versekerings te aanvaar wat hy aan die Raad en die 
Komitee gegee het, en ek weet dat hy die verant- 
woordelikheid sal nakom, nl. om wanneer met ver- 
loop van tyd die mediese beroep weer sy lede 
gepols het en tot ’n besliste gevolgtrekking gekom 
het van wat hy verlang, en wanneer sy besluit aan 
die Mediese Raad meegedeel is, en as die Mediese 


7. Ibid., cols. 2313-14. 

8. Ibid., col. 2340. 

9. Hansard, 9 April 1954, col. 3757. 
10. Hansard, 14 April 1954, col. 4005. 
11. Ibid., col. 4006. 

12. Ibid., col. 4007. 

13. Ibid., col. 4007. 


5. Cape Times, 10 Maart 1954. 

6. Hansard (Debatte van die Volksraad), 18 
Maart 1954, kol. 2468. 

7. Ibid., kol. 2509. 

8. Ibid., kol. 2538. 

9. Hansard, 9 April 1954, kol. 4081. 
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private practice. Since the registration of 
specialities affects primarily the private practi- 
tioner, this must be regarded as a highly satis- 
factory poll. As was to be expected, specialists 
as a class voted for a retention of the register, 
but the ineluctable conclusion which had to be 
drawn from the voting was that the over- 
whelming desire of the majority of those who 
voted was for a statutory Register of Con- 
sultants. 

Of 2,588 votes cast, 289 were in favour of revert- 
ing to the system which existed before zhe Specialist 
Register was introduced in 1938, i.e. when the con- 
duct (but not the skill) of those who elected to 
practice as Specialists or Consultants was regulated 
by ethical rules only. 

Of the remaining 2,255 (ie. excluding 44 
indefinite answers) 1,249 were in favour of a Regis- 
ter of Consultants only; 597 favoured a Register of 
Specialists only and 409 favoured Registers of 
Specialists and of Consultants. 

To the question whether specialists should be 
allowed to do domiciliary a 2,329 answered 

“No’ and 198 answered ‘ 

On the basis of a Cae analysis of the data, 
the Federal Council of the Medical Association inter- 
preted the referendum to mean, inter alia, that a 
pe of the voters favoured a Register of Con- 

tants. 


Thus, some 18 years later, the profession 
unhesitatingly endorsed, in no uncertain terms, 
views which had been expressed at Pieter- 
maritzburg in 1936. 

The argument has been advanced against a 
register of consultants only, that a patient 
should have the right to choose his own doctor, 
whether he be a specialist or a general prac- 
titioner. Why then should the Minister heed 
the voice of the profession on this matter? 
The answer is clear. Once the intimate doctor- 
patient relationship is disturbed (as is the case 
when specialists do not practice as consultants) 
a series of inevitable consequences must fol- 
low. The disruption of the doctor-patient 
relationship disrupts also the relations between 
colleagues, and undermines the force and effect 
of the rule relating to supersession, which 
maintains sacrosanct the unique relationship 
between the family doctor and his patient. 

One of the most potent causes contributing 
to the decline in the status of the family prac- 
titioner was undoubtedly the competition 
between general practitioners and specialists in 

roviding what was often the same service 
Bie different fees. The description of a practi- 
tioner as a specialist creates an implication that 
all those who are not entitled to describe 
themselves lawfully as specialists are not 
specially expert. The public can interpret in 
no other way the specialist’s legal right to 
advertise himself in this way or his right to 
charge higher fees. 
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Raad dan na die Minister kom met 'n versoek vir 
wysigingswetgewing om die wense van die beroep 
na te kom, die Minister geredelik en spoedig na die 
Parlement sal kom om deur wetgewing gevolg te 
gee aan die vertoé. Jl 
. Daarom sé ek dat daar ’n verantwoordelik- 

heid rus op die beroep en op die Mediese Raad 
en op die Minister, en ek veronderstel dat ons ook 
dankie moet sé aan die agb. lid vir Rondebosch 
(kol. Jordan).!2 

Die Minister van Gesondheid: Ek wil die agb. 
lid vir Yeoville (dr. Gluckman) bedank vir sy 
vaderlike raad, wat ek sekerlik in ag sal neem.!3 


IMPLIKASIES VAN DIE REFERENDUM 


Nadat die vrywaringswet aangeneem is, is die 
uitslag bekend gemaak van die referendum 
wat onder die hele professie gehou is. Hier- 
die referendum was die enigste doeltreffende 
poging om die menings van die mediese pro- 
fessie in te win sedert die registrasie van 
spesialiteite vir die eerste keer ingevoer is. 
Die stemming het aan die lig gebring dat 
inwonende geneeshere en geneeshere wat vol- 
tydse betrekkings beklee, min belang in die 
referendum gestel het. Desnieteenstaande het 
55% van die spesialiste en ongeveer 50% 
van die algemene praktisyns met private 
praktyke gestem. Aangesien die registrasie 
van spesialiste die private praktisyn in die 
eerste en vernaamste plaas raak, kan dit as 
’n baie bevredigende stemming beskou word. 
Soos verwag, het die spesialiste as ’n klas ten 
gunste van die behoud van die register 
gestem, maar die onontkombare  gevolg- 
trekking wat aan die hand van die stemming 
gemaak kan word, is dat daar ’n oorwel- 
digende begeerte na ’n statutére Register van 
Konsultartse bestaan by die meerderheid van 
diegene wat gestem het. 

Van die 2,588 stemme wat uitgebring is, was 
289 ten gunste van ’n terugkeer na die stelsel wat 


bestaan het voordat die Spesialisteregister in 1938 
ingestel is, d.w.s. toe die gedrag (maar nie die 
bekwaamheid nie) van diegene wat verkies het om 
as spesialiste of konsultartse te praktiseer, deur etiese 
reéls alleen gereguleer is. 

Van die wigitenss 255 (d.w.s. sonder in 
neming van 44 onbe bepaalde antwoorde) was 1,2 9 
ten gunste van ’n Register van Konsultartse alleen; 
597 was ten gunste van ’n Register van Spesialiste 
alleen, en 409 ten gunste van ’n Register van 
Spesialiste en van Konsultartse. 

Op die vraag of spesialiste toegelaat behoort te 
word om pasiénte in hul eie huise te besoek, 
2,329 ,Nee’ en 198 ,Ja’ geantwoord. 

Op grondslag van ’n breedvoerige ontleding 
van die gegewens het die Federale Raad van 
die Mediese Vereniging die referendum ver- 


tolk as aantonende, onder meer, dat 'n 


11. Ibid., kol. 4352. 
12. Ibid., kol. 4352. 
13. Ibid., kol. 4353. 
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A patient should not be encouraged to shop 
around for a practitioner in the way in which 
he shops around for his groceries, nor should 
he be encouraged in the deplorable practice of 
self-diagnosis as a basis for the selection of his 
medical practitioner. The importance of the 
family doctor in this context is too obvious to 
need any further elaboration. In a completely 
analogous situation in the legal profession, no 
lay person is able to obtain the opinion of an 
advocate, i.e. the specialist, except through the 
intermediation of an attorney (the general 
practitioner). There is, in principle, no reason 
why the position in medical practice as a whole 
should be any different. In fact, a current 
ethical rule prevents patients from seeing con- 
sultants direct. 

In view of the clear-cut result of the 
referendum and the Minister’s undertakings as 
repeated in Parliament, it is now to be 
expected that appropriate amending legislation 
will be introduced on the advice of the Medi- 
cal Council to establish a Register of Consul- 
tants and to abolish the existence of the 
specialist in the form in which he has deve- 
loped in this country. South Africa would 
merely be reverting to the well-tried and 
approved system which exists in other parts 
of the world. It is not out of place to recall 
that Dr. Carel de Wet, M.P., reminded the 
House that in the United Kingdom the 
introduction of a specialist register was con- 
and decided against as being undesir- 
able. 


THE FUTURE 


It is, of course, to be expected that a change- 
over to a system of general practitioners and 
consultants may bring hardship in its wake for 
some of those who have acquired a vested 
interest in practising as specialists. In prin- 
ciple, this hardship is no different from the 
hardship which was created overnight amongst 
general practitioners when the registration of 
specialities was created. It is one of the 
unfortunate consequences that must follow 
both when the mistake is made and when it is 
undone. 

By go means all specialists will be placed 
in a position of hardship. The whole of con- 
tract medical practice (Medical Aid and Bene- 
fit Societies) at present operates with specialists 
as consultants only. In many specialities the 
practitioners concerned have in fact practised 
almost exclusively as consultants. This applies, 


14. Hansard, 18 March 1954. 
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meerderheid van diegene wat gestem het, ten 
gunste van ’n Register van Konsultartse is. 

Ongeveer 18 jaar later het die professie dus 
sonder aarseling en op ‘n ondubbelsinnige 
wyse die menings bekragtig wat in 1936 in 
Pietermaritzburg uitgespreek is. 

Wat betref ‘n register van konsult- 
artse alleen is die argument geopper dat 
’n pasiént die reg behoort te hé om sy eie 
dokter te kies—of daardie dokter nou al ’n 
spesialis of ’n algemene praktisyn is. Waarom, 
dan, sal die Minister hom aan die wense van 
die professie steur vir sover dit hierdie saak 
betref? Die antwoord 1é voor die hand. As 
die intieme verhouding tussen dokter en 
pasiént eenmaal versteur word (soos gebeur 
wanneer_ spesialiste nie as konsultartse 
optree nie), gee dit aanleiding tot ’n reeks 
onvermydelike gevolge. Die ontwrigting van 
die verhouding tussen dokter en pasiént loop 
uit ook op die ontwrigting van die ver- 
houdinge tussen kollegas, en ondermyn die 
krag en effek van die reél in verband met 
vervanging wat die unieke verhouding tussen 
gesinsdokter en pasiént onaantasbaar maak. 

Een van die belangrikste oorsake wat by- 
gedra het tot die agteruitgang van die 
gesinsdokter se status was ongetwyfeld die 
mededinging tussen algemene praktisyns en 
spesialiste by die beskikbaarstelling van wat 
dikwels dieselfde diens maar teen verskillende 
pryse was. Die omskrywing van ’n praktisyn 
as n spesialis wek die indruk dat almal wat 
nie geregtig is om hulle wettiglik as spesialiste 
te beskryf nie, nie spesiaal deskundig is nie. 
Die spesialis se reg om hom op hierdie wyse 
te adverteer, of sy reg om hoér vorderings te 
vra, kan op geen ander wyse deur die publiek 
vertolk word nie. 

’n Pasiént moet nie aangemoedig word om 
rond te vis as hy ’n dokter wil hé, soos hy 
winkelbesoek doen as hy kruideniersware 
koop nie. Ook moet hy nie gesterk word in 
die betreurenswaardige gewoonte van self- 
diagnose as grondslag by die keuse van sy 
mediese praktisyn nie. Die belangrikheid van 
die gesinsdokter in hierdie verband is so voor 
die hand liggend dat dit nie verder bespreek 
hoef te word nie. In ’n volkome analoé geval 
in die regsprofessie kan geen persoon die 
mening van ’n advokaat, d.w.s. die spesialis, 
inwin behalwe deur bemiddeling van ’n 
prokureur (die algemene praktisyn) nie. In 
beginsel is daar geen rede waarom die posisie 
in die mediese praktyk anders moet wees nie. 
Trouens, ’n huidige etiese reél verhinder 'n 
pasiént om ’n konsultarts regstreeks te gaan 
spreek. 
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e.g. particularly to anaesthetists, psychiatrists, 
pathologists, radiologists,  meuro-surgeons, 
thoracic surgeons and also many general sur- 
geons. The main economic conflict will be 
faced by paediatricians, obstetricians and, to a 
certain extent, certain specialist physicians. 
These categories (except when they act as con- 
sultants) often vie with the general practi- 
tioner for the same quality of medical service 
but at much higher fees. It is from these 
quarters that the most serious objections can 
be expected. 

The introduction of a consultant register 
must necessarily alter the whole complexion of 
medical practice in the Union. General prac- 
titioners will be faced with very much greater 
professional competition because it can be 
anticipated that a considerable proportion of 
highly trained colleagues will invade the field 
of general practice. This can only improve 
the already high standard of medical care and 
so enhance the status of the profession and the 
service which the public will receive. Skills 
are not lost by a practitioner who no longer 
has the description of a speciality inscribed 
after his name in a register kept by the Medi- 
cal Council. These skills can only serve to 
improve the quality of the care which the pro- 
fession gives to those who come to it for help. 

The way can now also be opened up for the 
development of group practice, a striking fea- 
ture of the evolution of medical practice in 
other parts of the world. It is an ironic cir- 
cumstance that group practice between 
different specialists or between specialists and 
general practitioners is prohibited by the 
Medical Council's ethical rules. Such a prohi- 
bition, which operates against the public 
interest, must be inherently unsound. 

The results of the profession-wide referen- 
dum have now been made available to the 
Medical Council and it is to be expected that 
the Council will take cognizance of the clearly 
expressed wish of the majority of practising 
doctors. As the only statutory body charged 
with the grave responsibility of advising the 
Minister on these matters in the interests of 
the public as well as the profession, the Coun- 
cil is faced with an undoubtedly delicate and 
dificult task. On its solemn decision will 
depend the whole future pattern of medical 
practice in the Union and the economic and 
professional fate of the man who comprises 
the vast majority of practitioners—the family 
doctor. 
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Met die oog op die heeltemal duidelike 
uitslag van die referendum en die Minister 
se ondernemings soos in die Parlement her- 
haal, word daar nou verwag dat geskikte 
wysigingswetgewing op advies van die Mediese 
Raad ingedien sal word om 'n Register van 
Konsultartse in die lewe te roep, en om die 
bestaan van die spesialis, in die vorm waarin 
hy in hierdie land ontwikkel het, te beéindig. 
Suid-Afrika sal dan bloot terugkeer na die 
deeglik beproefde en goedgekeurde stelsel 
wat in ander dele van die wéreld van toe- 
passing is. Dit is nie onvanpas nie om hier 
in gedagte te hou dat dr. Carel de Wet, L.V., 
die Parlement daaraan herinner het dat die 
invoering van ‘n  spesialisregister in die 
Verenigde Koninkryk oorweeg is, maar dat dit 
as onwenslik van die hand gewys is.!4 


DIE TOEKOMS 


Daar kan natuurlik verwag word dat 'n oor- 
skakeling na ’n stelsel van algemene prakti- 
syns en konsultartse ontberinge sal meebring 
vir diegene wat gevestigde belange verkry het 
deur as spesialiste te praktiseer. In beginsel 
verskil hierdie ontberinge egter nie van die 
ontberinge wat oornag vir algemene praktisyns 
geskep is toe daar tot die registrasie van 
spesialiteite oorgegaan is nie. Dit is een van 
die ongelukkige konsekwensies wanneer 'n 
fout begaan, en dit dan later ongedaan gemaak 
moet word. 

Maar op verre na nie alle spesialiste sal 
in ’n posisie van ontbering geplaas word nie. 
Die hele kontraktuele mediese praktyk 
(Mediese Hulp- en Onderstandsvereniginge) 
werk op die oomblik met spesialiste in die 
rol van konsultartse alleen. In baie spesiali- 
teite tree die betrokke praktisyns trouens byna 
uitsluitend as konsultartse op. Dit is, byvoor- 
beeld, veral van toepassing op narkotiseurs, 
psigiaters, patoloé, radioloé, neuro-chirurge, 
borschirurge en selfs menige algemene 
chirurge. Die vernaamste ekonomiese stryd 
sal gevoer moet word deur kinderspesialiste, 
verloskundiges en, in ’n geringer mate, ook 
deur sekere spesialiste in interne geneeskunde. 
Hierdie groepe (behalwe wanneer hulle as 
konsultartse optree) ding dikwels met alge- 
mene praktisyns mee om die beskikbaafstelling 
van mediese dienste van dieselfde gehalte, 
maar teen veel hoér gelde. Dit is uit hier- 
die oord dat die ernstigste besware verwag 
kan word. 

Die instelling van ’n register van kon- 
sultartse sal noodwendig die hele aansien 


14. Hansard, 18 Maart 1954. 
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THE WISDOM OF HIPPOCRATES 


Both sleep and wakefulness are bad if they exceed 
their due proportion. 


* 


Unprovoked fatigue means disease. 


* * * 


It is better to be full of drink than full of food. 


Hard work is undesirable for the underfed. 


* * * 


Over-eating causes sickness, as the cure shows. 


It is unwise to prophesy either death or recovery in 


acute diseases. 
* 


Hunger is alleviated by the drinking of neat wine. 


Disease which results from over-eating is cured by 
fasting; disease following fasting, by a surfeit. So 
with other things; cures may be effected by opposites. 


* * * 


It is better that a fever should succeed a convulsion 
than a convulsion follow a fever. 


In all maladies, those who are fat about the belly 
do best; it is bad to be very thin and wasted there. 
Purging may be dangerous in the latter case. 


* * 


With regard to food and drink, it is better to take 
something slightly less suitable but pleasing than 
something more suitable but less pleasing. 


Sudden death is more common in those who are 
naturally fat than in the lean. 


(From The Medical Works of Hippocrates, trans- 
lated by J. Chadwick and W. N. Mann. 
Oxford: Blackwell Scientific Publications.) 


THE INTERNATIONAL JOURNAL 


The first issue of this new publication (which is the 
official organ of the International Institute for 
Research on Problems of Acohol) has recently been 
published (April 1955) under the Editorship of Dr. 
E. M. Jellinek and Dr. H. Pullar-Strecker. 

There is a distinguished Editorial Board com- 
prising representatives from leading European and 
American countries. 

The journal features comprehensive surveys (tak- 
ing various countries in turn) in which ‘specific 
problems, achievements, statistics, etc. are reviewed 
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van die mediese praktyk in die Unie 
verander. Algemene praktisyns sal te kampe 


kry met aansienlik skerper professionele mede- 
dinging, want daar kan verwag word dat ’n 
aansienlike persentasie van hul hoog opgeleide 
kollegas die sfeer van die algemene praktisyn 
sal binnedring. Dit kan alleen die reeds hoé 
peil van mediese versorging verhoog, en 
gevolglik ook die status van die professie en 
die diens wat die publiek ontvang, verbeter. 
‘n Praktisyn verloor nie sy vernuf net omdat 
hy nie langer as ’n spesialis beskryf word in 
die register wat deur die Mediese Raad aan- 
gehou word nie. Hierdie vernuf dien slegs 
tot verbetering van die versorging wat die 
professie bied aan diegene wat om hulp by 
hom kom aanklop. 

Die weg kan nou bes moontlik ook oop- 
gestel word vir die ontwikkeling van groep- 
praktyke, ’n opvallende kenmerk van die ont- 
wikkeling van die mediese praktyk in ander 
dele van die wéreld. Dit is nogal ironies dat 
’n groeppraktyk tussen verskillende spesialiste, 
of tussen spesialiste en algemene praktisyns, 
deur die etiese reéls van die Mediese Raad 
verbied word. So ’n verbod, wat in stryd met 
die openbare belang is, moet inherent on- 
gesond wees. 

Die uitslag van die referendum wat onder 
die hele professie gehou is, is nou tot beskik- 
king van die Mediese Raad gestel, en daar 
word gehoop dat die Raad notisie sal neem 
van die uitdruklike begeertes van die meerder- 
heid van praktiserende geneeshere. As die 
enigste statutére liggaam wat belas is met die 
ernstige verantwoordelikheid om advies oor 
sulke sake aan die Minister te gee in die 
belang van sowel die publiek as die professie, 
wag daar sonder die minste twyfel ’n delikate 
en moeilike taak op die Raad. Die hele toe- 
komstige patroon van die mediese praktyk in 
die Unie, en die ekonomiese en professionele 
lotgevalle van die manne waaruit die meerder- 
heid van praktisyns bestaan—die gesins- 
dokters—hang van sy plegtige besluit af. 


ON ALCOHOL AND ALCOHOLISM 


Die eerste uitgawe van hierdie nuwe publikasie (die 
amptelike blad van die Internasionale Instituut vir 
Navorsing na die Probleme van Alkohol) het 
onlangs (April 1955) die lig gesien. Die redakteurs 
is dr. E. M. Jellinek en dr. H. Pullar-Strecker. 

Daar is 'n gedistingeerde Redaksieraad bestaande 
uit verteenwoordigers van vooraanstaande lande in 
Europa en Amerika. 

Die tydskrif bestaan onder meer uit verslae oor 
omvattende opnames (in verskillende lande om die 
beurt) waarin  ,spesifieke probleme, prestasies, 
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from every angle’. This has been done for Canada 
and Austria in Vol. 1, No. 1, which also contains 
an interesting communication by Dr. Milligan on 
The Use of Intensive E.C.T. in the Treatment of 
Chronic Alcoholism. 

A feature of the publication is the use made of 
5 languages (English, French, German, Italian and 
Spanish) to ensure a maximum penetration of the 
valuable reports into all countries. All articles are 
summarized in the 4 languages other than the one 
in which the communication is published. 

In addition there is a classified and extremely 
comprehensive bibliography on Antabuse and a 
thorough analysis of relevant current periodicals. 
These lists of world literature and classified biblio- 
graphies are certainly not available elsewhere. 
Moreover, the list of current periodicals mentions 
the contents of every available journal (including 
appropriate lay publications) dealing with alcohol 
and alcoholism. 

This informative journal (which should prove a 
most valuable addition to the periodical literature 
in the field of alcohol and alcoholism) is published 
by Blackwell Scientific Publications, Oxford, 3 times 
yearly, the annual subscription being 30s. 
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statistieke, ens... . uit iedere betrag 
word. In Deel 1, Nr. 1, word Py emt in die 
geval van Kanada en Oostenryk. Hierdie nommer 
bevat ook ’n interessante mededeling deur dr. 
Milligan oor Die Gebruik van Intensiewe E.C.T. by 
die Behandeling van Kroniese Alkoholisme. 

’n Kenmerk van die publikasie is dat daar gebruik 
gemaak word van 5 tale (Engels, Frans, Duits, 
Italiaans en Spaans) om maksimum-penetrasie van 
die waardevolle verslae in alle lande te verseker. 
Alle artikels word opgesom in die 4 tale behalwe 
die een waarin die mededeling gepubliseer is. 

Daarbenewens is daar 'n geklassifiseerde en be- 
sonder veelomvattende bibliografie oor Antabuse, 
en 'n deeglike ontleding van die jongste tydskrifte 
wat ter sake is. Hierdie lyste van wereldliteratuur 
en geklassifiseerde bibliografieé is beslis nérens 
anders verkrygbaar nie. Temeer, die lys van die 
jongste tydskrifte meld ook die inhoud van iedere 
beskikbare blad (insluitende toepaslike lekepubli- 
kasies) wat oor alkohol en alkoholisme handel. 

Hierdie insiggewende tydskrif (wat ‘n besonder 
waardevolle toevoegsel tot die tydskrifliteratuur oor 
alkohol en alkoholisme behoort te wees) word 3 
maal per jaar deur Blackwell Scientific Publications, 
— gepubliseer. Die jaarlikse intekengeld is 
30s. 


NOTES AND NEWS - BERIGTE 


Dr. Eric Samuel, of Johannesburg, has been invited 
by the Council of the Royal College of Surgeons of 
England to deliver a lecture, as Hunterian Professor 
for 1956, on The Anatomy of the Bile Ducts in 
Relation to the Post-Cholecystectomy Syndrome. 


Dr. C. Kevin O'Malley, in addition to his practice 
of Venereology, is now practising as a Dermatologist 


at 501 eva House, Parliament Street, pe 
Town. (Telephones: Residence, 4-1879; Rooms, 
2-6442). 

Mr. Lee McGregor, F.R.C.S., of Johannesburg, 


recently returned from a most successful hunting 
expedition to the Okavongo River and the Caprivi 
Strip. He shot his first elephant on this expedition. 


Dr. A. J. de Villiers (Ear, Nose and Throat Sur- 
geon) of Johannesburg, has, for health reasons, left 
Johannesburg to live at the coast. 

His practice has been taken over by Drs. J. T. 
Rossouw and D. J. J. Ackermann, 16 Harley 
Chambers, Jeppe Street, Johannesburg. 


Dr. G. P. Fourie, formerly of Bellville, recently 
returned from the U.S.A., where, from 1950 to 
1954 inclusive, he held appointments as Assistant 
Registrar and Registrar, Department of Gynecology 
and Obstetrics at the Mary Hague Hospital and 
M. I. Bassett Hospital respectively, Columbia Uni- 
versity, New York, and as Registrar and Lecturer 
in al and Obstetrics at Union University, 
Albany, N He also attended short study courses 


in Chicago, Minneapolis and Boston, and is now 
practising gynaecology and obstetrics at 314, S.A. 
Mutual Buildings, Cape Town. 


* * * 


Dr. H. Levon, M.B., Ch.B. (Cape Town), D.M.R.D. 
(Edinburgh) has joined Dr. F. N. Giliwald, M.B., 
B.Ch. (Rand), D.M.R. (London) in radiological 
diagnostic practice in the Orange Free State Gold- 
fields area (Welkom, Odendaalsrus and Virginia). 


Dr. Hyman Sher, M.B., Ch.B., Dip.O.&.G. (Rand) 
has commenced practice as an obstetrician an 
gynaecologist at 617, Clinical Centre, Wanderers 
Street, Johannesburg. (Telephones — Rooms: 
23-5532; Residence: 46-1558.) 


ANTI-POLIOMYELITIS VACCINB 


Shipments totalling 72,927 c.c. of anti-poliomyelitis 
vaccine manufactured by Eli Lilly & Co. were 
recently shipped to the United States Army, Navy 
and Air Forces overseas. 

The vaccine was provided for first and second 
grade children of members of the U.S. armed forces 
stationed outside the continental limits of the United 
States. It was shipped on orders from the National 
Foundation for Infantile Paralysis. 

In view of the mass production of a es 
vaccine in the Union, it is of interest to learn 
the Lilly order was filled from a production lot of 
720,000 c.c. cleared for distribution under the new 
—— devised by the National Institutes of 
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CONTROL OF AURICULAR FLUTTER 


BY CEREBRAL ELECTRO-STIMULATION 


REPORT OF A CASE 


M. PESKIN, M.D. 
Johannesburg 


Electro-convulsive therapy (E.C.T.) has been 
used in the treatment of mental disorders for 
a number of years. Non-convulsive electro- 
stimulation was recommended by Hirschfeld 
in 1949.1 Alexander? reported the use of non- 
convulsive treatment in 1950 to terminate 
the apnoea and reduce the confusion following 
EC.T. His observation on the effects of the 
current on respiftation has been confirmed 
repeatedly. It has been used to overcome the 
1espiratory paralysis induced by barbiturate 
poisoning. 

- Since using this form of therapy I have 
been struck by the changes that can be 
produced both on the volume and the rate of 
the pulse by varying even slightly the strength 
of the current passing through the brain. 
Recently, following its use in conjunction with 
EC.T. on a female aged 32 suffering from 
mitral stenosis, auricular fibrillation and a 
post-puerperal psychosis, the patient developed 
a pulmonary embolus. After a stormy interval 
(during which there was a complete psychiatric 
relapse) E.C.T. was resumed without the sub- 
sequent electro-stimulation. The result has 
been gratifying. It was only in retrospect that 
the embolus and the therapy were connected. 

Soon after the above experience, I had 
admitted under my care at Tara Hospital a 
man aged 30 years. He had been diagnosed 
before admission as an endogenous depression 
and was referred for shock treatment. The 
patient gave a history that he had developed 
‘black-outs’ which had first started whilst he 
was flying at a great height during the War. 
He was an air gunner and had several more 
attacks before his discharge. ‘These always 
occurred when he was flying. 

He remained well after discharge and 
married in 1948. In 1951 his *‘black-outs’ 
recurred. He had noticed originally that these 
were always associated with palpitations in his 
chest. He was never entirely free from this 


sensation, but before a ‘black-out’ it became 
very noticeable and disturbing. He thought 
he had been conscious of the feeling in his 
chest for as long as he could remember. 


In 1954 he had ‘a black-out’ while driving 
a car, but managed to bring the vehicle to a 
stop; he then drove home but was completely 
amnesic for the incident. When he recovered 
his senses he found his wife had called in a 
doctor. 

He was sent to hospital (September 1954) 
and was found to be suffering from mitral 
stenosis and a 3:1 flutter. (At the age of 9 
he had had rheumatic fever). He became very 
depressed and suicidal. He was treated with 
digitalis, digoxin, cedilanid and quinidine in 
large doses, but this did not affect the flutter 
or improve his condition. 

In February 1955 he was admitted to Tara 
Hospital. He was extremely depressed and 
was losing weight steadily. The history 
revealed that the marital relationship had 
recently deteriorated quite suddenly though he 
and his wife had previously got on well 
together. There had also been serious difh- 
culties at work, though until the middle of 
1954 his work record had been exemplary. 
His childhood had been a time of strain owing 
to an alcoholic father. Under pentothal inter- 
view he admitted to a strong sense of guilt 
arising from experiences he had had as an 
escaped P.O.W. in Italy. Thus there were 
several factors which might have had 
aetiological significance or may have been post 
hoc symptoms. 

Neurological examination, X-rays, cerebro- 
spinal fluid studies and E.E.G. were all 
normal. 

It was felt that his heart condition might 
be contributing to his depressed state, though 
the patient strenuously denied this. He was 
referred to the physicians and as a result a 
valvotomy was performed on 15 March 1955. 
On his return to Tara Hospital there was no 
change whatever in his condition. He was 
again put on to quinidine. On 17 April he 
received a total of 60 grains; on the 19th he 
had 36 grains and on the 20th 72 grains. He 
became nauseous and was put back on digitalis. 
The flutter persisted unchanged. By this time 
there were in existence a large series of E.C.G. 
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records since September 1954; they were all 
identical and all revealed auricular flutter with 
a 3:1 block (Fig. 1). 


+ 

++ 4 4 


Fig. 1. Before electro-coma treatment. 


Previous experiences with non-convulsive 
electro-stimulation suggested that a dysrhyth- 
mia might respond and it was decided to try 
this in an attempt to stop the flutter. There 
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Fig. 2. After the treatment. 


appeared to be no risk of inducing embolic 
phenomena since the surgeons had reported 
there were no auricular thrombi. The sug- 
gestion that the electric current might succeed 
where all else had failed was not enthusias- 
tically received by the physicians. 

My Registrar, contrary to my intentions, 
gave a preliminary E.C.T. followed imme- 
diately by electro-stimulation. This was done 
under pentothal and scoline. A Strauss and 
McPhail Electro-Coma machine was used and 
the current passed for a total of 34 minutes, 
the recommended maximum being maintained 
for 30 seconds. The electrodes were placed 
fronto-temporally and an E.C.G. taken imme- 
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diately afterwards showed that the flutter had 
been restored to a normal rhythm (Fig. 2). 

This first treatment was given on 27 April; 
on 3 and 5 May treatment was repeated. 
E.C.G.’s were taken on 27 and 30 April, as 
well as on 3, 5, 7, 10, 13 and 21 May. They 
all showed the same normal rhythm. Digitalis 
was stopped on 7 May. 

Blood pressure readings taken throughout 
February, March and April showed a systolic 
of 100-105 mm. Hg and a diastolic of .65 
mm. Hg. During September to November, 
his blood pressure was 100/60 mm. Hg and at 
one stage when the pulse rate was reported to 
be 160 per minute, it was 80/56 mm. Hg. 
Following valvotomy, his blood pressure was 
105/65 mm. Hg. After the first treatment it 
rose to 115/75 and when last taken it was 
135/75 mm. Hg. The systolic has been over 
130 mm. Hg since 7 May and the diastolic has 
been 75 mm. Hg since 27 April. 

The patient states he has not felt so well 
for many years. He cannot recall when he 
last experienced such a lack of awareness of 
his heart’s action. The depression has left 
him. Three weeks after the last treatment the 
rhythm was still normal. 

It is obviously too soon to offer a prognosis, 
but it felt that publication of these facts is 
warranted. 

SUMMARY 


A young man (referred because of a depres- 
sion) had apparently suffered for many years 
from auricular flutter associated with mitral 
stenosis and resulting in ‘black-outs’. 

The flutter proved resistant to the usual 
therapies and did not revert to normal after 
valvotomy. 

After one electrical treatment, the rhythm 
returned to normal and the depression lifted. 


OPSOMMING 


‘n Jong man wat na ‘n dokter gestuur is, weens 
geestesneerslagtigheid, het blykbaar baie jare lank 
gely aan die atrium-siddering wat met myterklep- 
vernouing gepaard gaan, en aanleiding tot floute- 
aanvalle gegee het. 

Die siddering het nie vir gewone terapie geswig 
nie, en na valvotomie was daar ook geen terugkeer 
na normaal nie. 

Na éé€n elektriese behandeling het die ritme na 
normaal teruggekeer, en is die geestesneerslagtig- 
heid verban. 
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SWELLINGS OF THE NECK 
LYMPH GLANDS 


JAN H. Louw, Ch.M.* 
and 


C. F. M. Saint, C.B.E., M.D., MS., F.R.C.S., Hon. F.R.A.CS., Hon. F.R.S.M.t 
Department of Surgery, Medical School, Mowbray, C.P. 


(Continued from p. 61) 


Il: SECONDARY MALIGNANT GLANDS 


-} + 


1. CARCINOMA 


Secondary carcinomatous glands are the com- 
monest malignant glands encountered in the 
neck, and wherever a malignant cervical 
swelling is found a thorough search should be 
made of all the possible sites for a primary 
focus. Not infrequently the primary has 
been treated months or even years before the 
appearance of the glands. 


* Associate Professor of Surgery, University of Cape 
Town. 
+ Emeritus Professor of Surgery, University of Cape 
Town. 


(a) Epithelioma. The common primary foci 
are in the bucco-naso-pharyngeal passages 
(Figs. 31-33), air sinuses, the larynx, upper 
oesophagus and the skin of the head and neck, 
especially around the mouth (Fig. 34). The 
primary growths as well as the secondary 
glands usually show the typical features of 
squamous carcinoma. There is a marked 
tendency to local extension in all directions 
with early infiltration of surrounding tissues 
and fixation of the glands. The overlying 
skin becomes ulcerated due to infiltration and 
once this has taken place the usual clinical 
picture is that of growth in excess of destruc- 
tion with the typical crater ulcer (Fig. 35). 


Fig. 31 (Left). Malignant upper deep cervical glands secondary to carcinoma of the tongue. 

Fig: 32 (Middle). Secondary malignant glands presenting posterior to the upper end of the sternomastoid. 
The patient had an epithelioma of the floor of the mouth. 

Fig. 33 (Right). Malignant upper deep cervical glands secondary to a minute primary epithelioma of the naso- 
pharynx. The latter was discovered only after repeated examinations. 
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Secondary epitheliomatous glands are usually 
hard and irregular. Some of the more rapidly 
growing tumours, however, are prone to 
undergo degeneration and necrosis. Often 
there is secondary pyogenic infection of the 
broken-down growth, areas of softening appear 
and a fluctuant ‘epitheliomatous cyst’ forms 
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which simulates inflammatory swellings (Fig. 
36). 

In some cases the secondary glands appear 
before the primary manifests itself. If the 
affected glands are in the upper deep cervical 
group, the swelling starts deep to the sterno- 
mastoid and usually projects at the anterior 


Fig. 34 (Left). Malignant submandibular glands secondary to an epithelioma of the lip previously treated by 


irradiation. 


Fig. 35 (Right). Extensive ulceration of malignant submandibular glands secondary to a previously irradiated 
epithelioma of the lip. Note the typical crater-like ulcer with raised, everted edges. 


Fig. 36 (Left). Malignant submental glands which have broken down to form a large fluctuant swelling or 


‘epitheliomatous cyst’. 


The primary lesion on the lip had been treated by a herbalist with ‘cancer plasters’. 


Fig. 37 (Middle), A hard, malignant growth opposite and below the angle of the mandible. Biopsy revealed a 
squamous carcinoma. Although this was diagnosed as a ‘branchial carcinoma’, it is felt that the swelling was 
probably due to malignant enlargement of the upper deep cervical glands secondary to an undetected pharyn- 


geal carcinoma. 


Fig. 38 (Right). Malignant upper deep cervical lymph glands secondary to a lympho-epithelioma of the tonsil. 


: . 
| 


5 September 1955 MEDICAL PROCEEDINGS + MEDIESE ByDRAES 103 


Fig. 39 (Left). Carcinoma of the thyroid with secondary involvement of the upper and intermediate deep cer- 
vical lymph nodes. 

Figs. 40a (Middle) and 40b (Right). So-called ‘lateral aberrant thyroid nodule’ which on section was of the 
papillary type. These tumours are almost always due to glandular metastases secondary to a latent papillary 
carcinoma of the thyroid. : 


border of the muscle opposite and below the and include the thyroid, salivary glands, the 
angle of the jaw. Because this is the site breast and the lungs. 
for branchial remnants, such tumours have In carcinoma of the thyroid the deep cer- 
been regarded as branchial carcinoma (Fig. 
37), but the great majority of tumours so 
A. designated are, in fact, metastases from an 
undetected primary growth in the pharynx or 
elsewhere. 
The so-called lympho-epitheliomata of the 
naso-pharynx, oro-pharynx and hypopharynx 
are particularly liable to remain silent for a 
considerable time after lymphatic metastases 
have appeared in the neck (Fig. 38). The 
metastases usually appear first in the upper 
deep cervical glands, but glands in the 
©=9 posterior triangle may be the first to enlarge, 
when the primary occupies the naso-pharynx. 
These glandular enlargements may reach a 
i considerable size before breaking down and 
closely mimic the lymphomata, especially 
lymphosarcoma. It is therefore imperative 
that all parts of the pharynx and neighbour- 
hood should be examined carefully when 
malignant disease presents as a_ cervical 
swelling. 


(b) Other Carcinomata: These comprise : 


6 Neighbouring Structures. These ace va Fig. 41, Carcinoma of the parotid gland with 
. occasion the sites of primary carcinomata res- secondary involvement of the supraclavicular 
Se+3 ponsible for glandular metastases in the neck lymph nodes and metastases in the skull. 
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vical glands opposite the thyroid cartilage are 
usually the first to be affected (Fig. 39). When 
the primary is of the papillary type, the glands 
may reach a considerable size while the 
primary remains minute and clinically un- 
recognizable (Figs. 40A, 40B). The papillary 
structure of the secondaries has led to the 
belief that the tumours are benign adenomas 
arising in lateral embryonic remnants of the 
thyroid. More recent experience, however, has 
shown that these so-called ‘lateral aberrant 
thyroids’ are usually secondary malignant 
deposits in the glands draining a primary 
carcinoma of the thyroid. Such swellings call 
for hemi-thyroidectomy. If this is done a small 
carcinoma will almost always be found in the 
excised lobe. 

Secondary glands from malignant disease of 
the salivary glands are a great rarity. When 
they do occur, the primary is obvious (Fig. 
4l). 

In carcinoma of the breast, involvement of 
the supraclavicular nodes is usually a late 
manifestation (Fig. 42) and they may not en- 
large until months or even years after defini- 
tive treatment of the primary focus. 

In carcinoma of the lung the early appear- 
ance of malignant glands in the neck usually 
indicates involvement of the pleura and exten- 
sion from there (Fig. 43). Later in the course 


Fig. 42. Advanced carcinoma of the breast with 
secondary malignant enlargement of the supra- 
clavicular lymph nodes. 
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Fig. 43. Enlarged glands in the posterior triangle 
of the neck secondary to carcinoma of the bronchus. 
The site of the primary is marked X. 


of the disease neck glands may appear secon- 
dary to involvement of the mediastinum. 

ii. Distant Foct. The glands in the supra- 
clavicular fossa are liable to become involved 
in malignant disease of the abdominal viscera 
or any focus where spread has extended to the 
thoracic duct. The enlarged glands are there- 
fore most commonly seen on the left side 
(Troisier's sign). We have seen examples of 
enlargement of these glands not only in 
carcinoma of the gastro-intestinal tract (Figs. 
44, 45), but also in malignant disease of 
the kidney (Fig. 46), suprarenal, testis, 
prostate (Fig. 47), uterus, pancreas, bile duct 
and even the penis. 

The secondary glands from these various 
carcinomata are usually hard and fixed with 
early matting, but occasionally the metastasis 
may appear to be limited to a single gland 
which remains discrete until it reaches a con- 
siderable size. Such cases are liable to be 
mistaken for lymphomata or other tumours 
of the neck unless a careful search is made for 
the primary focus. 


2. MALIGNANT MELANOMATA 


Melanomata of the eye and of the skin of 
the head, neck, and upper trunk may metas- 
tasize to the glands in the neck. The metas- 
tases may uppear early or they may not 
appear for months or many years after the 
removal of an apparently benign ‘ mole’. 

In the process of extension [ lymphatics, 
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secondary melanotic nodules or patches of 
melanosis without swelling may occur in the 
line of the main lymphatic drainage between 
the primary growth and the nearest lymph 
glands. More frequently, however, enlarge- 


ment of the main glands of drainage takes 
place without intermediate nodules. 

Other special features of malignant melano- 
mata are that bloodspread may occur before 
any evidence of lymphatic extension and that 


Fig. 44 (Left). Typical Virchow-Troisier glands secondary to carcinoma of the pyloric end of the stomach. 
Fig. 45 (Right). Virchow-Troisier glands secondary to carcinoma of the cardiac end of the stomach. 


Fig. 46 (Left). Malignant left supraclavicular glands secondary to carcinoma of the kidney. 
Fig. 47 (Right). Secondary malignant glands in the posterior triangle of the neck in a patient who suffered 


carcinoma of the prostate. 
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Fig. 48. (Left) Enlarged glands in the left posterior 

triangle secondary to a malignant melanoma of the 

upper dorsal portion of the trunk. 

Fig. 49. (Right) Secondary melanotic glands in the 

submental triangle. The primary, which involved 

nee left upper eyebrow had been removed 2 years 
ore. 


local recurrence is very rare even after only 
a moderately wide excision of the primary 
focus. 
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Fig. 48 illustrates a small pedunculated and 
fungating malignant melanoma of the upper 
dorsal portion of the trunk with a fairly large 
secondary gland in the posterior triangle. 

Fig. 49 illustrates a secondary melanotic 
gland in the submental triangle. Two years 
before, the patient noticed a small pigmented 
‘wart’ at the inner end of her eyebrow. This 
she removed by tying a piece of string around 
its base. The absence of any local recurrence 
after such a limited removal of the primary 
indicates that lymph spread preceded local 
infiltration at the base of the tumour. 

Not infrequently the malignant process 
advances more rapidly in the glands than in 
the primary focus. The secondary growth may 
infiltrate widely through the capsule of the 
gland, invade the overlying skin and fungate 
on the surface in much the same way as a 
sarcoma does. 


OPSOMMING 


1. In hierdie referaat word sekondére kwaadaardige 
verwikkelinge van die limfkliere in die nek hersien 
en geillustreer. 

2. Die gewone primére foci word beskryf, asook 
die kliniese kenmerke van die sekondére mani- 
festasies. 


(To be continued) 


SKELETAL CHANGES IN ENDOCRINE AND 
METABOLIC DISORDERS 


V. HYPERPARATHYROIDISM 


W. P. U. Jackson, M.D. 


Department of Medicine, University of Cape Town, Medical School, Mowbray, C.P. 


Primary hyperparathyroidism is caused by one 
or more adenomata of one or more para- 
thyroid glands, or by a generalized hyperplasia 
of all 4 glands. The usual presenting symp- 
toms refer to the passage of renal calculi, 
which (being composed mainly of calcium 
oxalate) are radio-opaque. Deposition of cal- 
cium from the renal tubules may progress to 
such an extent as to calcify the major part of 
one or both kidneys, while multiple smaller 
concretions may block a ureter and appear 
rather like beads on a chain in an X-ray pic- 
ture (Fig. 1). All this is, of course, connected 
with an excessive urinary output of calcium, 


derived from bone under the influence of 
increased amounts of circulating parathyroid 
hormone (Figs. 2-7). 

Nevertheless, a great deal of calcium has 
to be lost from the skeleton before X-ray 
evidence of demineralization appears, so that 
bone changes are seen only in a minority of 
cases of proven hyperparathyroidism. The 
moral is that all patients who form calcium 
stones should be examined clinically for 
hyperparathyroidism, even in the absence of 
radiological evidence. The essential biochemi- 
cal findings are: a high serum calcium, a high 
urine calcium and a low serum inorganic 
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Fig. 1. Renal calcinosis, ureteric calculi and osteitis 
fibrosa with distortion of the pelvis and coxa vara. 
Fig. 2. Asymmetrical distortion of softened pelvis 
and femur in another case, with cysts in pubes, ischia 
and iliac crests. 


Fig. 3. Multiple cysts in right leg. 
Fig. 4. Hands in same case, with decalcification, pseudocysts and multiple cortical 


erosions (arrows). 


= 


| 108 MEDICAL PROCEEDINGS - MEDIESE ByDRAES September 1955 


Fig. 5. Skull woolly and decalcified. 
Fig. 6. Spine showing gross compression, so that the two bodies indicated are almost flat. 


Fig. 7. Decalcification of toes, with calcification of the smallest arteries. 


Figs. 5-7 are from a man of 70 with the following serum chemistry: 


Serum calcium, 11-3 mg. per 100 ml. 
Serum phosphorus 5-3 mg. per 100 ml. 
Serum alkaline phosphatase 12 units (Bodansky) 
Serum carbon dioxide 16 vols. per 100 ml. 
Autopsy showed adenoma of one parathyroid and renal calcinosis. 


Note that a high serum phosphorus may occur from secondary renal failure. 


September 1955 


phosphorus. The serum alkaline phosphatase 
is not raised in the absence of bone disease. 

When bone disease does occur, it is known 
as osteitis fibrosa cystica diffusa of von Reck- 
linghausen. The basic pathological lesion is 
a generalized decalcification with fibrosis of 
the marrow and the appearance of large num- 
bers of osteoclasts. Destruction of bony 
trabeculae is the primary process concerned. 
The diffuseness of the condition separates it 
from polyostotic fibrous dysplasia, which is an 
entirely different disorder. Two of the 3 cases 
described by von Recklinghausen in 1891 were 
almost certainly examples of this latter syn- 
drome, and not hyperparathyroid cases at all. 
Bone cysts, filled with fluid, and ‘brown 
tumours’ (composed largely of masses of 
osteoblasts and osteoclasts) occur and may pre- 
sent as bony swellings or as the sites of patho- 
logical fractures. The ‘osteoclastomas’ of 
osteitis fibrosa are particularly common in 
the jaws. 

Bone pain and tenderness is characteristic 
and, of course, multiple deformities slowly 
develop and fractures occur. The vertebrae 
become biconcave, squashed, and lose height, 
the pelvis is compressed, the long bones bent. 
Help in X-ray diagnosis may be obtained from 
the skull, where the decalcified tables may 
appear ground glassy or ‘ moth-eaten’ and the 


MEDICAL PROCEEDINGS - 


109 


MEDIESE ByDRAES 


lamina dura around the teeth disappears. Small 
areas of superficial cortical erosion are charac- 
teristically seen in the phalanges. Careful 
examination of the passage of barium down 
the oesophagus may give evidence of a para- 
thyroid tumour.” 

It should be noted that the pathological state 
“generalized osteitis fibrosa’ is not confined to 
primary hyperparathyroidism, but is the lesion 
seen whenever generalized bone trabecular 
destruction is the basic process. It occurs also 
in chronic acidosis, ‘renal rickets’ and renal 
uraemia. 


The patient in Figs. 3 and 4 was under the care 
of Dr. M. M. Suzman; the other patients were under 
the care of Dr. F. Albright. Thanks are due to 
these two physicians. 


OPSOMMING 


Hiperparatiroidisme veroorsaak die verlies van kal- 
sium uit been. Gewoonlik gee dit aanleiding tot 
die vorming van nierstene, en later tot die versagting 
van die been self, met gebreklikheid en breuke van 
die been. 

Die abnormale beentoestand word oorweeg. 
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BILATERAL ENLARGEMENT OF THE AREOLA OF THE 
BREASTS 


IN A GIRL OF 133 YEARS 


L. Mace Davip, M.B.. B.Ch., Rand, F.R.CS., Edin. 
Johannesburg 


Excessive enlargement of the breasts is rare. 
It may occur in boys and girls of varying ages. 
Enlargement of the areola only is extremely 
rare. A review of the available literature dis- 
closes no record of such an enlargement. 


CASE HISTORY 
Miss L. E., aged 13 years 10 months, is the 
eldest of 3 children. Six months ago her 
mother noticed a peculiar enlargement of the 
breasts. L. stated that the right breast was 


always painful to the touch while the left 
breast was painless. 

Her breasts began to develop during the 
last 6 months. Her menses (which commenced 


in September 1954) are regular with an 
interval of 28 days, and last 4-5 days. The 
loss is normal and there is no pre- or inter- 
menstrual pain. She has had measles, chicken 
pox, whooping cough and mumps. Her 
mother’s pregnancy with L., and her labour, 
were normal. 

L. developed without any severe illnesses. 
Her mental age is normal as shown by her 
progress at school and on the sports field. 
None of her 3 maternal female cousins suffered 
from any abnormal breast development. Their 
growth from adolescence to womanhood was 
normal as was the development of their sexual 
organs. 
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Examination. L. was a young healthy girl, 
with no clinical evidence of any abnormality 
except in the breasts. The mammae were 
normal for her age. The areolae of both 
breasts, however, were grossly enlarged (Figs. 
1, 2). 


An interesting feature was the development 
of smooth muscle fibres in the areola which, 
on palpation, immediately contracted so that 
the breast looked quite normal (Fig. 3). The 
stimulus of palpation passed after a short 
while, when the areola reverted to its state 
before palpation (Figs. 1, 2). There was no 
evidence of mastitis or cystic degeneration. 
The external genitalia showed no abnormality. 


On 1 April 1955 a wedge of tissue including 
areola and breast tissue was removed under 
general anaesthesia for histological examina- 
tion (Fig. 4). Dr. B. J. P. Becker (of the 
South African Institute of Medical Research) 
reported as follows: 

“Sections of this breast tissue show the presence 
of ducts surrounded by soft oedematous connective 
tissue. The perilobular stroma is hyaline. No 
grossly abnormal features have been observed in 
this breast tissue. There is no evidence of lymph- 
angioma or lymphangiectasis or of leiomyomatous 
hypertrophy. In these circumstances the nature of 
the sub-alveolar breast hypertrophy 
remains obscure. The possibility of this being an 
early virginal hypertrophy should be borne in mind, 
but on the whole I jeel that this is unlikely and 
that the condition will rectify itself after further 
development. A long follow-up in this case would, 
however, be indicated.’ 


DISCUSSION 


Most cases reported in the literature of 
mammary hypertrophy are: 

(i) Precocious or infantile hypertrophy in 
girls before the onset of puberty. 

(ii) Virginal or gravid hypertrophy in 
females during adolescence or following child- 
birth. 

(iii) Gynaecomastia in the male during or 
after adolescence. 

Infantile Hypertrophy. This condition is 
rare and usually occurs between 1-5 years. It 
is seen only in females, is associated with the 
precocious onset of menses and growth of 
pubic hairs, and with 4 varieties of endocrine 
disturbance : 

(a) Ovarian granulosa cell tumours or cysts lined 
with granulosa or theca lutein cells. 

(b) Ovarian chorio-epitheliomata or teratomata 
containing chorionic tissue. 

(c) Hyperplasia or neoplasia of the adrenal cortex. 

(d) Destructive lesions near the floor of the third 
ventricle or the hypothalamus. 

The 


Mammary Asymmetry at Puberty. 
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condition known as early ripening (Hofstatter) 
must be distinguished from pathological uni- 
lateral or bilateral hypertrophy. The time of 
onset and the extent of development of the 
breasts in girls at puberty vary in different 
races and climates. During the period of 
development one breast may enlarge more 
rapidly than the other. This inequality of the 
breasts is only temporary, however, and by the 
time puberty is fully established the breasts 
are symmetrical in size and shape. 

Virginal and Gravid Hypertrophy. This is 
relatively rare. Excessive and persistent 
enlargement may occur in one or both breasts, 
either during adolescence or pregnancy. In 
diffuse virginal hypertrophy the enlargement 
begins at the time of the first menses and 
proceeds rapidly during a period of 3-6 
months. In cases observed by Geschickter! 
the abnormal growth commenced from the 
onset of menstruation and the menstrual 
periods were fewer and scantier than normal 
during the period of maximum growth. 
While most cases of hypertrophy were of the 
virginal type, a similar condition can occur 
during pregnancy, when the usual hormonal 
mammary enlargement can become excessive 
and the growth be prolonged beyond post- 
lactational involution. 

Etiology. Excessive overgrowth of the 
mammary gland depends on the sensitivity of 
the breast tissue to hormonal influences. This 
sensitivity to oestrogens may be demonstrated 
clinically. Injections of 10,000 IU. of 
oestrogen daily or for a few days in cases of 
virginal or gravid hypertrophy will cause 
further enlargement of an already oversized 
breast, even though the size of the breast has 
been stationary for many months before the 
injections. Experimentally if a rat or a 
monkey is given continuous doses of oestrogen 
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(20-50 IU. daily), the degree of mammary 
enlargement remains at the upper level of 
normal. 

There is a limit to which the normal 
breast will enlarge with hormonal stimulation; 
instead, stunting and involutional changes will 
occur if it is subjected to increased doses of 
oestrogen. Thus in virginal and gravid hyper- 
trophy of the human breast this limitation is 
lacking and under the physiological stimulus 
of puberty or pregnancy the breast may enlarge 
from 10-30 times its normal size. 


SUMMARY 


A case of bilateral enlargement of the areola 
of the breast in a young girl is reported. No 
evidence of endocrine abnormality was dis- 
covered. 

As no cause for the enlargement could be 
found, it will be necessary to follow this case 
for a long period during which time the true 
nature of the disturbance may reveal itself. 

A search of the available literature disclosed 
no report of a similar condition. 


OPSOMMING 
Verslag word gedoen oor ’n geval van weerskantige 
vergroting van die areola van die bors by ‘n jong 
meisie. Daar was geen bewys van enige abnormali- 
teit van die buislose kliere nie. 

Aangesien geen oorsaak vir die vergroting gevind 
kon word nie, sal dit nodig wees om hierdie geval 
oor ’n lang tydperk dop te hou. Later sal die ware 
aard van die versteuring hom bes moontlik openbaar. 

Ondersoek van die beskikbare leesstof het geen 
verslag oor 'n dergelike toestand aan die lig gebring 
nie. 


My thanks are due to Dr. B. Agranat and Dr. S. 
Lachman who referred this case; Dr. B. J. P. Becker 
for the pathological report and advice, and the South 
African Institute for Medical Research for the 
photographs. 
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THE INDICATIONS FOR SURGERY OF THE MITRAL VALVE 


B. VAN LINGEN, M.D. 


Department of Medicine, Witwatersrand University and the Cardiac Clinic, General 
Hospital, Johannesburg 


Mitral valvotomy is the separation of the cusps 
of the stenosed mitral valve along the line of 
the commissures without the production of 
mitral incompetence} (Fig. 1). The opera- 


tion is indicated in patients with a ‘tight’ 
mitral stenosis, as those with slight stenosis 
are not sufficiently disabled to justify the 


dangers of a major surgical procedure. Unfor- 
tunately, there is at present no satisfactory 
operation for mitral incompetence. It follows 
that the selection of patients for mitral valve 
surgery involves assessment of the degree of 
mitral stenosis by clinical and laboratory 
methods. 


| | 
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Fig. 1. 
removal of the atria showing the valvular ori- 


A diagram of the base of the heart after 


fices. The central figure shows the commissures 
ot the mitral valve along which the surgeon 
attempts to split the stenosed valve. Varying 
degrees of stenosis of the mitral valve are indi- 
cated in the remaining figures. 

As these diagrams have been drawn to scale, 
they give some indication of the varying degrees 
of stenosis discussed in the text. 


CIRCULATORY DISTURBANCES IN MITRAL 
STENOSIS 


The area of the normal mitral valve ranges 
between 4-6 cm? (Fig. 1). Physiological 
studies have shown that there is little or no 
disturbance of the circulation when the 
stenosed mitral valve measures between 4 
cm.? and 2 cm. in area*® More dramatic 
circulatory disturbances have been found with 
a mitral valve area of 2 cm.” or less, the dis- 
turbances being particularly marked with a 
valve of less than 1.5 cm.* (Fig. 2). 

The earliest physiological change in mitral 
stenosis is a reduction in blood flow which is 
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Fig. 2. The average physiological changes that 
are found with varying degree of mitral stenosis. 
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adequately compensated for in slight stenosis 
by an elevation in left auricular and pulmonary 
venous and capillary pressure. With mitral 
valves of smaller size there occurs a progres- 
sive rise in the pulmonary capillary and pul- 
monary artery pressures. These pressures 
increase in parallel fashion until, with mitral 
valves of small size (less than 1.5 cm.2), no 
further increase takes place in pulmonary 
capillary pressure while that in the pulmonary 
artery is often dramatically increased (Fig. 2). 
The cardiac output varies directly with the 
size of the mitral valve and inversely with the 
pulmonary hypertension so that with valves 
of small size and marked pulmonary hyper- 
tension there is a large decrease in cardiac 
output. It is convenient to relate the pressure 
and flow in the pulmonary circulation by a 
calculation which yields a figure known as 
resistance. This increases as the mitral valve 
becomes smaller, the pulmonary pressure rises 
and the cardiac output falls (Fig. 2). 


THE SYNDROMES OF MITRAL STENOSIS 


The circulatory disturbances due to mitral 
stenosis and the concomitant anatomical changes 
produced are reflected in the patient's history 
and the physical and laboratory findings. It 
is by these means that the size of the mitral 
valve is estimated. 

Slight or no changes are found in the cir- 
culation with mild mitral stenosis (valve area 
4-2 cm) and the only characteristic finding 
is the presence of a rumbling diastolic mur- 
mur localized to the region of the heart's 
apex.’ Electrocardiographic and radiological 
study may only show minimal evidence of 
left auricular enlargement and the patient may 
be completely unaware of the lesion or may 
be only slightly breathless with effort. 

Disability and the elevation of pulmonary 
capillary pressure become more marked with 
a mitral valve size of 2 cm? or less. These 
patients can be divided arbitrarily into 2 
groups. The pulmonary resistance is normal 
or slightly raised in the first group who have 
relatively normal pulmonary artery pressures 
and cardiac output at rest. In the second 
group the pulmonary artery resistance is 
markedly raised with elevation of pulmonary 
artery pressure and reduction in the cardiac 
output at rest. 

Those in the first group, with a normal or 
slightly raised pulmonary resistance, commonly 
give a history of paroxysmal respiratory epi- 
sodes. These include paroxysmal nocturnal 


dyspnoea, haemoptysis and pulmonary oedema, 
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while episodes of dyspnoea and ‘tightness’ in 
the chest may be observed during emotion, 
coitus, in the premenstrual period or during 
sudden effort. The physical findings are those 
of mitral stenosis except that evidence of pul- 
monary hypertension and right ventricular 
enlargement is not well developed. 

Paroxysmal respiratory symptoms are un- 
commonly found in the second group with 
a high pulmonary resistance, while exertional 
dyspnoea tends to become marked. Clinical 
evidence of pulmonary hypertension becomes 
marked and commonly results in right ventri- 
cular enlargement. 

The disproportionate rise in pulmonary 
artery pressure after that in the pulmonary 
capillary has become fixed at about 35 mm. 
Hg is not clearly understood, although it is 
responsible for the differences in presentation 
of those with a normal or elevated pulmonary 
resistance. Dexter et al. have attributed this 
to resistance offered by pulmonary artery 
spasm, possibly caused by some unspecified 
reflex related to marked elevation of pul- 
monary capillary pressure. An additional 
factor is the vascular changes in the pulmonary 
circulation that have often been described.? 

An increase in pulmonary vascular resistance 
reduces the cardiac output and so diminishes 
pulmonary capillary pressure. In addition it 
prevents increases in cardiac output with effort 
and emotion and so prevents changes in pul- 
monary capillary pressure which becomes fixed 
at about 36 mm. Hg, a figure close to the 
colloid osmotic pressure of plasma. Increase 
above this figure may exceed the osmotic pres- 
sure of plasma and cause pulmonary oedema. 
For this reason subjects with a tight mitral 
stenosis and a relatively normal pulmonary 
vascular resistance are prone to paroxysmal 
respiratory episodes, while those with a high 
resistance (and consequently a fixed cardiac 
output) are not. On the other hand, the raised 
pulmonary artery pressure may cause dilatation 
and failure of the right ventricle. 


THE SYNDROMES OF MITRAL INCOMPETENCE 


Mitral incompetence without stenosis is a 
relatively uncommon finding in rheumatic 
heart disease. A description of the findings 
in pure mitral incompetence, however, serves 
to emphasize the characteristic findings that 
occur to a lesser degree when incompetence 
is associated with mitral stenosis. 

The natural history of pure mitral incom- 
petence is more benign than that of mitral 
stenosis, except that when cardiac failure 
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occurs it tends to be rapidly progressive.!° It 
occurs more commonly in males and ventri- 
cular extrasystoles and subacute bacterial 
endocarditis are sufficiently more common in 
this condition to suggest that their high inci- 
dence is peculiar to pure mitral incompetence. 

The stroke volume and work of the left 
ventricle is increased in mitral incompetence, 
while aortic blood flow is decreased by the 
amount of regurgitation that takes place.!! 
The increased work of the left ventricle results 
in dilatation and hypertrophy of this chamber. 
The left auricle is enlarged. Changes in pul- 
monary pressure are slight in the absence of 
failure of the left ventricle, unlike the pul- 
monary pressure changes which occur in mitral 
stenosis. It is for these reasons that the cir- 
culation is well maintained in mitral incom- 
petence and symptoms are few and slight 
until the failure of the left ventricle produces 
a characteristic clinical presentation. 


MITRAL STENOSIS WITH INCOMPETENCE 


The circulatory disturbances in mitral stenosis 
with incompetence are intermediate between 
those of tight stenosis and pure mitral incom- 
petence. Only mild to moderate elevations 
of pulmonary pressures occur. Cardiac out- 
put, however, is markedly reduced. Mitral 
stenosis limits this by obstruction to blood 
flow, which is still further reduced by the 
amount of regurgitation that takes place.’ 
Both right or left ventricular enlargement may 
occur, depending upon the pulmonary arterial 
resistance and the increased work of the left 
ventricle. 

The natural history and clinical findings are 
intermediate between those of mitral stenosis 
and incompetence. Weakness, however, has 
been considered to be a specific feature result- 
ing from the markedly reduced cardiac out- 
put. 


CRITERIA FOR THE SELECTION OF PATIENTS 
FOR MITRAL VALVOTOMY 


Physiological studies have amply demonstrated 
that the circulation becomes progressively 
impaired with mitral valve areas of 2 cm? or 
less. Those with mitral valves of larger size 
and without mitral incompetence, are not 
impaired and do not become candidates for 
potentially hazardous surgery. 

Patients with a reduction in the valve size 
sufficient to benefit from surgery are invariably 
disabled. Unfortunately, however, a similar 
degree of disablement may be found in 
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patients with other valvular lesions. The his- 
tory of the illness serves to select patients who 
are sufficiently disabled to justify an opera- 
tion, but (except for the syndromes discussed) 
is of little aid in judging the nature of the 
valve lesions and the size of the mitral valve. 
The decision about the advisability of valvo- 
tomy rests largely upon physical findings and 
laboratory studies. 

Physical Findings. A mitral facies (held 
to occur more commonly in patients with a 
significant mitral stenosis) is most probably 
due to a reduced cardiac output and sluggish 
peripheral circulation.'2 The reduced cardiac 
output with tight mitral stenosis and pul- 
monary hypertension is frequently associated 
with a small sustained pulse which must be 
differentiated from other characteristic types 
of pulse (Fig. 3). 

The jugular venous pressure is raised in 
congestive cardiac failure and in some patients 
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Fig. 3. A diagram of the various types of pulse 
wave which are commonly encountered in heart 
disease. 

The pulse wave undergoes deformation in 
transit along the larger arterial vessels and this 
is largely due to the reflection of the initial part 
of the pulse wave from the arterioles. 

A central or aortic pulse and a_ peripheral 
pulse have been demonstrated with an approxi- 
mation of the reflected wave which distorts the 
central pulse so that it takes the form of the 
peripheral pulse. 


with tricuspid incompetence. The charac- 
teristic pulsations may be identified by refer- 
ence to other simultaneous cardiac events 
(Fig. 4). The auricular pulsation ('a’ wave) 
is accentuated in right ventricular hypertrophy 
or tricuspid stenosis and a systolic venous pul- 
sation is present in tricuspid incompetence 
(Fig. 4). In the absence of tricuspid stenosis 


September 1955 


JUGULAR VENOUS PULSE 


GONSTRICT 
PERICARDITIS 


Fig. 4. A diagram of various types of jugular 
venous pulsation that may be observed in heart 


isease. 

J.V.P., jugular venous pulse; H.S., heart 
sounds, T.I., tricuspid incompetence; A.I., 
aortic incompetence; T.S., tricuspid stenosis; 
R.V. +, right ventricular hypertrophy; E.C.G., 
electrocardiogram. 

The normal jugular venous pulsation is shown 
above the heart sounds (H.S.) in the upper left- 
hand part of the diagram and consists of an 
auricular pulsation (‘a’ wave) which occurs just 
before the 1st heart sound and a ‘c’ wave which 
occurs just after the ist heart sound. A fall 
in pressure follows the ‘c’ wave and takes place 
in systole. This is the ‘x’ wave. The pressure 
then gradually builds up until the opening of 
the tricuspid valve, when the pressure again falls 
producing the ‘v’ wave. 


the accentuated or giant ‘a’ is an indication 
of a tight mitral stenosis. Tricuspid incom- 
petence is due to dilatation of the right ven- 
tricle or an organic lesion of the valve. In 
the former instance, right ventricular dilatation 
may follow on long continued pulmonary 
hypertension and is an indication of an oper- 
able mitral value. Right ventricular dilatation, 
on the other hand, may also be due to long 
continued congestive heart failure not neces- 
sarily associated with a tight mitral stenosis. 
These types of tricuspid incompetence may 
be differentiated by the presence or absence 
of other evidence of pulmonary hypertension. 
The association of an organic tricuspid stenosis 
with incompetence gives rise to a slow rising 
systolic venous pulsation. These and other 
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types of jugular venous pulsation have been 
demonstrated (Fig. 4). 

High-pitched systolic murmurs may be 
audible over the carotid arteries in any condi- 
tion associated with a hyperdynamic circulation. 
Coarse systolic murmurs or thrills are generally 
associated with significant aortic stenosis and 
are particularly marked where there is an 
associated aortic incompetence—the so-called 
carotid shudder. It is advisable to diagnose 
aortic stenosis as this is now amenable to sur- 
gery. A tight mitral stenosis may so reduce 
blood flow as to make the systolic murmurs 
of aortic stenosis insignificant. A successful 
mitral valvotomy, by increasing the blood flow, 
may make the diagnosis obvious when it is 
too late for a simultaneous mitral and aortic 
valvotomy. 

Praecordial pulsations can often be felt in 
normal subjects and show a consistent pattern. 
They are most useful in gauging chamber 
enlargement in heart disease. The normal 
apex beat is a short, sharp pulsation occurring 
early in systole, and accentuated in a tight 
mitral stenosis associated with a loud Ist heart 
sound—the so-called tapping apex beat. A 
circumscribed thrust in the left parasternal 
region occurs normally with right ventricular 
systole. This becomes forceful and sustained 
with right ventricular hypertrophy and, if suf- 
ficiently localized, is an indication of a tight 
mitral stenosis. A more diffuse and general- 
ized heave in the left parasternal region is 
found with right ventricular dilatation. This 
is an indication of an operable mitral valve 
only in the presence of other evidence of pul- 
monary hypertension, as it may occur with 
tricuspid incompetence or congestive cardiac 
failure. Pulmonary artery pulsation may be 
felt over the chest. In the presence of pul- 
monary hypertension it may be possible to feel 
systolic pulsation and a pulsation due to force- 
ful closure of the pulmonic valve—the so- 
called diastolic shock. 

A localized and heaving apex beat is indi- 
cative of left ventricular enlargement and, in 
the absence of other causes for this chamber 
enlargement, is a finding of importance in 
mitral incompetence. Left parasternal and 
pulmonary artery pulsation are normal in the 
absence of pulmonary hypertension or right 
ventricular dilatation. In fact, gross left ventri- 
cular enlargement may produce systolic inter- 
costal recession in this region. 

The Mitral Diastolic Murmur, The charac- 
teristic finding in mitral stenosis is the pre- 
sence of a rumbling diastolic murmur local- 
ized to the apex beat of the heart and 
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separated from the 2nd heart sound by a defi- 
mite interval (Fig. 5). Certain features of this 
diastolic murmur are useful in gauging the 
degree of mitral stenosis. Very soft mid- 
diastolic or pre-systolic murmurs may be found 
in slight or very severe mitral stenosis. A 
dramatic accentuation of the murmurs takes 
place after effort in slight mitral stenosis 
whereas in those with a very tight mitral 
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Fig. 5. A phonocardiogram showing (from left 
to right) a loud Ist heart sound, a slight systolic 
murmur, the 2nd heart sound, the opening snap 
of the mitral valve and a mid-diastolic murmur. 
The electrocardiogram is shown below. The 
Ist heart sound occurs after the R wave of 
the electrocardiogram and the 2nd heart sound 
takes place at the end of the T wave. 
Fig. 6. Phonocardiogram (above) and electro- 
cardiogram (below). The mid-diastolic murmur 
commences with a complex indicative of a 3rd 
heart sound. (From an operated case with pre- 
dominant mitral incompetence.) 


stenosis no accentuation takes place because of 
the limitation of blood flow by the increased 
pulmonary vascular resistance. Moderate 
mitral stenosis is most commonly found with 
loud diastolic murmurs. A diastolic murmur 
that is long and occupies most of diastole is 
indicative of a tight mitral stenosis as equali- 
zation of the pressure between the left auricle 
and ventricle is retarded by the tight stenosis. 
A short diastolic murmur indicates a rapid 
equalization of pressure and is not consistent 
with a tight mitral stenosis. 

It is important to listen for additional 
sounds that may be partially obscured by the 
diastolic murmur of mitral stenosis. This 
applies to 3rd heart sounds, auricular sounds 
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and gallop rhythm (Fig. 6). The presence of 
any of these sounds is indicative of rapid 
ventricular filling which is not compatible 
with the retarded flow of a tight mitral 
stenosis. 

OPSOMMING 


Die indikasies vir chirurgie van die myterklep word 
in oénskou geneem. 
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Die bloedsomloopversteurings in gevalle van 
myterklepvernouing word oorweeg, en verslag word 
gedoen oor die sindrome van myterklepvernouing, 
myterklepteruglekking, en myterklepvernouing met 
teruglekking. 

Die kriteriums vir die keuse van pasiénte vir 
myterklepchirurgie word uiteengesit. 


(To be continued) 
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RADIOSENSITIVITY, RADIORESISTANCE AND 
RADIOCURABILITY 


The basis of radio therapy is the difference in 
response between neoplastic and normal tissues 
to ionizing radiation. Some neoplasms are 
much more radiosensitive than others and 
therefore respond more readily to radiation. 
This, however, does not mean that the more 
radiosensitive tumour is the more radiocurable. 
Radiocurability and radiosensitivity are not 
identical; in fact, very often the most radio- 
sensitive tumours are the least curable. Such 
tumours as the lymphosarcomata (which may 
rapidly melt away with radiation even in small 
doses) are nevertheless not curable at all. They 
inevitably recur and finally disseminate widely, 
with an invariably fatal issue. This holds 
good for lymphomas (multi-centric) which are 
very radiosensitive but not curable. Except 
for skin tumours such as basal cell carcinoma 
and epithelioma, which are very radiosensi- 
tive and also very curable (up to 95%), the 
tumours which do not necessarily show the 
most radiosensitivity may nevertheless be the 
most curable. Glucksmann,! a leading British 
radio-pathologist, has summarized the subject 
extremely well. 

Radiosensitivity is usually indicated by the 
response of the particular tissue to a known 


quantity of radiation. One can compare the 
sensitivity of various tumours by giving a 
definite dose of radiation under similar condi- 
tions and then observing the rate of shrinkage 
of the tumours. The radiosensitive tumour 
will shrink more rapidly than the less radio- 
sensitive and the radioresistant tumour will 
not shrink at all. The lymphomas will, e.g. 
disappear very rapidly, while a less radio- 
sensitive tumour such as an epithelioma of 
the skin will disappear more slowly; the 
radioresistant tumour, e.g. an Osteogenic sar- 
coma, may not be affected at all. 

The results obtained by radiotherapy, when 
compared with the index of radiosensitivity 
or the rate of tumour shrinkage, show that 
there is not a close relationship between the 
5-year survival rates and the radiosensitivity 
of the tumours, except in the completely radio- 
resistant tumour which is, of course, also com- 
pletely incurable by radiation. 


RADIO-SENSITIVITY-RESISTANCE-CURABILITY 


Radiosensitive tumours, such as the lympho- 
sarcomas only have a 5-year survival rate of 
about 14%. The most radiosensitive tumours 


are the lympho-epitheliomata, and these have 
a radiocurability or survival rate of 30% in 
On the other hand the embryonal 
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carcinoma of the ovary (which is also very 
radiosensitive) only has a 5-year cure rate of 
15%, but the basal cell carcinoma of the 
skin (which is radiosensitive) has a 5-year 
curability rate of over 90%. 

Amongst the moderately radiosensitive 
tumours are the carcinomas of the uterus and 
cervix which, taken as a group of all stages, 
will give a 5-year cure rate of about 38%. 
The epithelioma of the tonsil, on the other 
hand, which may be put into the same group 
of moderately radiosensitive tumours, is stated 
to have a 5-year cure rate of only 14%, while 
the epithelioma of the bronchus (assessed to 
have the same degree of radiosensitivity) can 
only be estimated to have a 5-year cure rate 
of 5%. 

The epithelioma of the tongue is stated to 
have a 5-year cure rate of 39%, whereas the 
bladder (regarded as of the same degree of 
radiosensitivity) is stated to have cure rates 
of 16%. The figures vary considerably from 
author to author. 

Amongst the radioresistant tumours are the 
fibro-sarcomata with a 5-year cure rate of only 
10%. The osteogenic sarcomata have no 
greater cure rate, while the melanomata 
(which some surgeons and dermatologists 
regard as very radioresistant but which radio- 
therapists have proved to have a considerable 
degree of radiosensitivity) are stated to have a 
5-year 25% radio-curability. Windeyer* 
advises post-operative radiotherapy in every 
case of malignant melanoma. From these 
generally accepted average figures it can be 
seen that tumours with the same degree of 
radiosensitivity give widely different 5-year 
survival rates and widely different radiosensi- 
tive tumours give approximately the same 5- 
year cure rates; also that the most radio- 
sensitive tumours are frequently the least 
radiocurable. The degree of radiocurability 
varies inversely with the stage of the disease, 
quite apart from the degree of radiosensitivity. 

When the cancer patient is first seen with 
wide-spread secondary malignant deposits, the 
condition is, of course, not radiocurable, no 
matter what the degree of sensitivity of the 
tumour may be, although the patient may be 
kept alive for 5 years or more by judicious 
radiation therapy. The influence of secondary 
deposits on radiocurability has been worked 
out, particularly in relation to the breast, by 
Shields Warren? who demonstrated that there 
was a relationship in the 5-year survival rates 
with the number or percentage of the involved 
axillary glands. If the axillary glands are not 
involved, the prognosis is very much better, 
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even taking into consideration that there is 
no guarantee that the internal mammary chain 
may not be involved (particularly when the 
tumour is subareolar or in the medial half of 
the breast), although the axillary glands are 
not. As soon as the axillary glands become 
involved there is a serious drop in the 5-year 
survival rates, and the prognosis depends on 
the extent or number of glands involved in 
the axilla. There is considerable difference of 
opinion whether the secondary glandular 
deposits are always as radiosensitive as the 
primary tumour. The secondary glandular 
deposits would never appear to be more radio- 
sensitive although some may have the same 
radiosensitivity as the primary tumour. Apart 
from the index of the rapidity with which a 
tumour regresses after a given quantity of 
radiation, the rate of tumour regression will 
also depend on the life span of the tumour 
cells and the rate with which the tumour bed 
can deal with the cells which have been 
destroyed. When the number of dividing cells 
equals the number of dying cells, the volume 
of tissue may remain constant. 

A tumour with a large proportion of short- 
lived, undifferentiated cells may shrink rapidly 
but the differentiated cells in the tumour may 
nevertheless persist. In this way, although the 
anaplastic cells have been killed off, the per- 
sistence of the differentiated cells in the 
tumour will mean a recurrence. This suggests 
the use of X-rays and radio-iodine in the treat- 
ment of mixed cell carcinoma of the thyroid. 
The rate of tumour regression therefore 
depends on the proportion of short-lived, 
undifferentiated cells in the tumour. It does 
not imply that all the malignant cells have 
been destroyed to the same extent. 

Radiosensitivity may be decreased or radio- 
resistance increased by various extraneous fac- 
tors. This subject was discussed in an excel- 
lent paper by Windeyer* at the 7th Inter- 
national Congress of Radiology in Copenhagen 
in 1953. He indicates that, apart from the 
type of cell in the tumour, radioresistance is 
increased by : 

1. Poor blood supply causing lack of oxygen; 

2. Previous irradiation (which is why radio- 


therapists try to cure the cancers with the first 
course of radiation); 

3. The size of the lesion. The greater the size 
ot the tumour, the more radioresistant it is. This 
is due to the difficulty of getting a uniform distri- 
bution of the radiation in the tumour with the 
result that some cells may protect, acting as a 
screen to the radiation to others. Moreover, with 
a large tumour there may be parts of it which are 
not in contact with the tumour bed and the normal 
blood supply: 
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4. Infection in a tumour increases radioresistance 
and there is always the risk that the radiation will 
flare up the infection. When treating a cancer of 
the lung, e.g. it is frequently advantageous to keep 
the patient on antibiotics during treatment; 

5. Involvement of bone and cartilage. The 
difficulties of radiotherapy are greatly increased once 
a tumour has invaded cartilage or bone. This may 
be due to the difference in the blood supply a 
cartilage or bone when compared with that of soft 
tissues invaded by tumours. 

On the other hand, attempts have been 
made to increase tumour radiosensitivity by 
chemical means. Mitchell in 1948 and in 
personal communications in 1950 and 1953, 
claims that Synkavit sensitizes tumours to 
radiation. He has demonstrated that the 
fluorescence of tumours under ultra-violet 
radiation changes after intravenous injection 
of Synkavit. Moreover, patients frequently 
get a focal reaction after the intravenous injec- 
tion of the Synkavit. Apart from the vitamin 
K in Synkavit there would appear to be 
another (thermo-labile) factor which is respon- 
sible for the increased sensitivity. Mitchell’s 
figures, e.g. show a considerable improvement 
in the survival rate of carcinoma of the lung. 

There has been a considerable amount of 
experimental work on the effect of increased 
oxygen tension in increasing tumour radio- 
sensitivity.© As we have felt that the patient 
suffering from inoperable malignant disease, 
e.g. carcinoma of the lung, should be given 
every possible chance to respond to X-ray 
therapy, we treat these cases with both 
intravenous injections of Synkavit and oxygen 
inhalation before and during the X-ray 
exposures. One would obviously have to treat 
a large number of patients to evaluate statis- 
tically the effect of the Synkavit and oxygen. 
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It may, nevertheless, be stated that some of the 
cases have responded better to the X-ray 
therapy under these conditions than we 
anticipated. 

OPSOMMING 


Die grondslag van radioterapie is die verskil tussen 
neoplastiese en normale weefsels se reaksie op 
bestraling. 

Sommige gewasse is meer radiosensitief as ander, 
maar groter radiosensitiwiteit beteken nog nie groter 
tadiogeneesbaarheid nie. Limfsarkome kan met 
klein dosisse bestraling vinnig verdwyn, maar hulle 
is glad nie egeneesbaar nie. Dikwels is die mees 
radiosensitiewe gewasse juis ook die gewasse wat die 
minste deur radioterapie genees kan word. 

Daarenteen is dit moontlik dat gewasse wat nie 
die meeste radiosensitiwiteit openbaar nie, die mak- 
likste geneesbaar is. Die mate van radiogeneesbaar- 
heid is omgekeerd eweredig met die stadium wat 
die siekte bereik het—heeltemal afgesien van sy 
radiosensitiwiteit. Sekondére afsettings beinvloed 
radiogeneesbaarheid. 

Radiosensitiwiteit kan verminder en radiogenees- 
baarheid kan verhoog word deur buite-faktore, bv. 
die tipe sel, die bloedvoorsiening, vorige bestraling, 
die grootte van die letsel, infeksie, en - en 
kraakbeen-verwikkeling. 

Daar is aan die hand gedoen dat Synkavit en 
verhoogde bloedsuurstof gewasse gevoelig vir be- 
straling kan maak. 
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SAW Noe 


(To be continued) 


SUDDEN FOOT-DROP 


L. SCHAMROTH, M.B., B.CH., M.R.C.P.E., F.R.F.P.S. 
University of the Witwatersrand and Coronation Hospital, Johannesburg 


The numerous causes of foot-drop have been 
well documented. Recent work emphasizes 
the more unusual causes and, in particular the 
reasons for the relative frequency of lateral 
(in contrast to medial) popliteal palsy. Gar- 
land and Moorhouse? stress mechanical fac- 
tors and the vulnerability of the lateral popli- 
teal nerve to pressure (as from crossing the 
legs or from wearing tight gaiters). Ferguson 
and Liversedge? report 9 cases with an asso- 


ciation between arterial occlusive disease and 
the onset of foot-drop. They attribute to the 
relative paucity of its blood supply the suscepti- 
bility of the lateral popliteal nerve to ischae- 
mia of whatever origin. 

Anatomical factors are in addition postu- 
lated by the writer in the etiology of the fol- 
lowing 4 cases of foot-drop, unusual in their 
suddenness of onset, lack o ‘constitutional dis- 
turbance, a radicular rather than a peripheral 
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distribution of the lesion and the absence of 
any obvious cause. 


CASE 1 


A 24-year-old Eurafrican said that 8 days 
before he suddenly felt weak and fell against 
a lighted brazier, burning the outer aspect of 
his left thigh. His left leg has been weak 
ever since and he has not been able to dorsi- 
flex his left foot. He was emphatic that 
before this episode he felt perfectly well and 
could walk normally. Since the onset of this 
weakness he has experienced severe pain and 
a burning sensation in the region of his left 
ankle. This pain was not aggravated by 
coughing or sneezing. 

He was a thin, rather anaemic adult male, 
and afebrile. The cranial nerves were normal. 
He was unable to dorsiflex the left foot and 
there was also weakness of flexion and exten- 
sion of the left knee. The left ankle jerk 
could not be elicited but the other tendon 
jerks were extremely brisk. The abdominal 
and cremasteric reflexes were present. There 
was blunting of all forms of sensation over 
the outer aspect of the left leg, dorsum and 
sole of the foot. A sharp border of insensi- 
bility could not be demonstrated. Loss of 
pain sensation varied from analgesia at the 
periphery of this area to anaesthesia in the 
centre. There was a slightly infected burn 
(5 inches in diameter) on the outer aspect of 
the left thigh. Arterial pulses were present 
and equal in all the limbs. The remainder 
of the physical examination revealed nothing 
of note. 


LABORATORY STUDIES 


Weekly spinal fluid studies revealed the following: 
Normal dynamics; no cells observed. 

Protein: 76, 106, 65, 102, 98 mg. per 100 cc. 

Chloride and sugar—within normal limits. 

The Kolmer cardiolipin, Wassermann and Lange's 
colloidal gold tests were consistently negative. 

No tubercle bacilli or other bacteria were 
detected on direct or cultural examination. 

Cisternal puncture 2 months after admission 
revealed a spinal fluid protein of 36 mg. per 100 
ce 

A blood count on the day of admission showed 
a leucocyte count of 10,500 per c.mm. with 80.5% 
neutrophils. The blood sedimentation rate was 
24 mm. per hour and 2 weeks later 18 mm. per 
hour (Westergren). 

The blood Wassermann reaction was negative. 

Virus agglutination and culture studies yielded 
negative results. 

Radiological examination of the vertebral column, 
pelvis, skull and thorax showed no abnormality. 
A myelogram was normal. 


Progress. No improvement of motor func- 
tion occurred. tc a few weks the area of 
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insensibility diminished in size and was only 
evident on the outer aspect of the dorsum 
and the sole of the foot. One month after 
admission electrical studies revealed a com- 
plete reaction of degeneration in the dorsi- 
flexors of the foot and to a lesser extent in 
the plantar flexors and quadriceps. Wasting 
was now evident, and the tenderness, pain 
and burning in the left foot had disappeared. 
Three months after admission he was dis- 
charged in a walking caliper. 


CASE 2 


A 50-year-old African female stated that she 
had been unable to walk for 2 months. Pre- 
viously she had been feeling perfectly well. 
One morning she awoke to find her right leg 
weak. She experienced a peculiar feeling in 
that limb. There was no history of trauma. 
She had had menorrhagia and leucorrhoea for 
many months. 

There was weakness in the right lower limb 
affecting particularly the dorsiflexors of the 
foot. The tendon reflexes were extremely 
brisk and in the lower limbs almost clonic. 
The reflexes in the right lower limb were 
possibly a little brisker than those in the left. 
The abdominal reflexes were present and the 
plantar responses flexor. There was diminu- 
tion of all forms of sensation from the region 
of the right loin downwards. No definite 
level could be obtained. The gait was 
steppage in character. The remainder of the 
neurological examination revealed nothing of 
note. Arterial pulses were present and equal 
in all the limbs. 


LABORATORY INVESTIGATIONS 


Cerebrospinal Fluid: Pressure 110 mm. H,O, with 
normal dynamics; Cells: 1  polymorphonuclear 
leucocyte per c.mm. 

Protein, 84 mg. per 100 c.c.; Chlorides, 671 mg. 
per 100 c.c.; Sugar, 98 mg. per 100 c.c. 

The Kolmer cardiolipin and Lange’s colloidal 
gold tests were negative at an interval of 2 weeks. 

A full blood count was normal. The blood sedi- 
mentation rate was 30 mm. per hour (Westergren). 
The blood Wassermann reaction was positive and 
the quantitive test showed the presence of 40 
Kolmer units. 

A fractional test meal was normal. 

Radiological examination of the vertebral column, 
hip-joints and chest revealed no abnormality. A 
myelogram was normal. 


Progress. The patient made no appreciable 
progress and was discharged after 3 months. 
The tendon jerks were now possibly a little 
less brisk and the right ankle jerk was absent. 
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CASE 3 


An 18-year-old African male said that on the 
previous day, while running, he suddenly felt 
weak and fell down. When he stood up again 
his walking was hampered because he could 
not raise his right foot off the ground ade- 
quately. His whole right lower extremity 
“felt dead ’. 

He was well nourished and afebrile. The 
right lower limb showed slight weakness of 
the quadriceps and hamstring muscles, with 
marked weakness of dorsiflexion of the foot 
and (to a lesser extent) of plantar flexion. All 
the tendon reflexes were brisk. The right 
knee and ankle jerks were increased. The 
abdominal and cremasteric reflexes were pre- 
sent and equal on both sides. In the right 
limb all forms of sensation were diminished 
below the inguinal region anteriorly and pos- 
teriorly to about the level of the middle of 
the buttock. No definite demarcation line 
could be established. This loss of sensation 
was more marked over the lateral aspect of 
the leg, dorsum and sole of the foot. Vibra- 
tion and position sense in particular were 
markedly disturbed. Arterial pulses were 
present and equal in all limbs. The remainder 
of the physical examination was negative. 


LABORATORY INVESTIGATIONS 


Cerebrospinal Fluid: Pressure 130 mm. H,O with 
normal dynamics. 

Cells: 2 polymorphonuclear leucocytes per c.mm.; 
6 lymphocytes per c.mm.; 10 erythrocytes per c.mm.; 
chemistry normal. 

The Kolmer cardiolipin, the Wassermann and 
Lange’s colloidal gold test were negative. 

A complete blood count was normal. 

The blood Wassermann reaction was weakly 
positive. 

Radiological examination of the vertebral column 
showed no abnormality. A myelogram was normal. 

Progress. One week later the loss of sensa- 
tion was limited to the lateral half of the 
dorsum and the sole of the foot in the region 
of the Sth lumbar and Ist sacral dermatomes. 
The motor weakness was limited to the dorsi- 
flexors of the foot. 

A lumbar puncture now revealed the 
presence of 4 lymphocytes and 4 polymorpho- 
nuclear leucocytes per c.mm. with normal 
chemistry and dynamics. 

A month later all the sensory loss had dis- 
appeared, but the patient remained with a 
right foot-drop and an absent right ankle 
jerk. He was fitted with an orthopaedic boot 
and discharged. A 4-month follow-up showed 
no change. 
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CASE 4 


A 28-year-old African female suddenly felt 
her right leg ‘go weak’ while walking in the 
street 10 days before. This weakness increased 
during the next few hours and she then 
noticed that she dragged her foot when walk- 
ing. She also experienced in that limb a 
peculiar sensaton which she found difficult 
to describe. Whenever she touched her right 
leg the touch of her fingers felt different from 
that on the other leg. Two months before 
she had had a hysterectomy for bilateral hydro- 
salpinx and multiple myomata of the uterus. 
She received penicillin and streptomycin injec- 
tions post-operatively. The last injection was 
administered 5 weeks before the onset of her 
present weakness. Apart from the weakness 
in her limb she felt perfectly well. 

She was well nourished and afebrile. There 
was weakness of all movements at the right 
hip and knee joints, with marked weakness of 
dorsiflexion and (to a lesser extent) of plantar 
flexion of the right foot. Minimal wasting 
was noticed in the right calf, thigh and but- 
tock. The right ankle jerk was diminished. 
The abdominal reflexes were present and 
equal on both sides. The plantar responses 
were both flexor. Position sense was markedly 
impaired in all 5 toes on the right. Vibra- 
tion sense was impaired in the right foot and 
leg but a definite level could not be demon- 
strated. There was impairment of light touch 
and pin-prick sensations over the outer aspect 
of the right leg, dorsum and sole of the foot 
in the region of the 5th lumbar and lst 
sacral dermatomes. On walking a right foot- 
drop was evident. Arterial pulses were pre- 
sent and equal in all the limbs. The remainder 
of the physical examination was normal. 


LABORATORY INVESTIGATIONS 


Cerebrospinal Fluid. Pressure 100 mm. H,O with 
normal dynamics. No cells. Protein, 20 mg. per 
100 c.c. 

The Kolmer cardiolipin, Wassermann and Lange's 
colloidal gold tests were negative. 

A complete blood count was normal. 

The blood sedimentation rate was 3 mm. per 
hour (Westergren), and the blood Wassermann 
reaction negative. 

Porphyrins were not detected in the urine. 

Virus studies of blood and faeces were negative. 

Radiological examination of the skull and verte- 
bral column revealed no abnormality. 


Progress. Two weeks after admission there 
was marked improvement in the power of all 
muscle groups except for the dorsiflexors of 
the foot. A marked foot-drop was still evi- 


dent and the patient was fitted with an ortho- 
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paedic boot. The sensory loss had disappeared 
at this stage. A 6-month follow-up showed 
no change. 


ANALYSIS 


The onset in Cases 1, 3 and 4 was very 
sudden, but occurring during sleep in Case 2. 
All the patients complained of weakness and 
a peculiar sensation in the affected limb. In 
addition, Case 1 had severe pain and burning 
in the affected limb. 

All had weakness in a lower limb affecting 
chiefly the dorsiflexors of the foot, and con- 
fined solely to these after a few weeks then 
remaining as a residual lesion. Sensation was 
disturbed in a similar way, viz. a vague sen- 
sory loss in the affected lower extremity most 
marked over the lateral aspect of the leg and 
dorsum of the foot. A definite level or demar- 
cation line could not be demonstrated. 

The tendon reflexes were initially brisk 
except in Cases 1 and 4, where the ankle jerks 
on the affected side were absent and dimi- 
nished respectively. In Cases 2 and 3 they 
were initially brisker in the affected limb. 
Eventually, in each case, the ankle jerk was 
lost in the affected limb. 

The motor and sensory disturbances are 
segmental, affecting the lower lumbar nerve 
roots, the fifth being affected to a greater 
degree than the other. It seems that the pro- 
cess is first polyradicular and then limited to 
one or two nerve radicles. 

Garland and Moorhouse > (in their study of 
19 cases of compressive lesions of the com- 
mon peroneal nerve) confess themselves 
unable to explain 4 cases in which foot-drop 
developed suddenly while walking. The 
clinical features of their 4 cases are similar to 
those described in this article. 


DISCUSSION 


It is tempting to draw an analogy between 
these cases and conditions such as Bell’s palsy, 
brachial radiculitis and post-serum and_post- 
vaccinial neuritis. In all these conditions 
there is a sudden onset of paralysis, minimal 
constitutional disturbance and a radicular dis- 
tribution of the lesion. The affection is pre- 
dominantly motor in character, sensory change 
being slight. Laboratory studies are normal. 
In brachial radiculitis and in post-serum and 
post-vaccinial neuritis the lesion affects chiefly 
the Sth and 6th cervical nerve radicles. 

Is there then a factor common to all these 
conditions? Oedema in and around the facia) 


nerve has long been thought to be the cause 
of Bell's palsy. Most observers to-day believe 
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that the serum neuritides are allergic in nature, 
with antigen-antibody reaction. Winkelman’ 
states: ‘The only difference among the ne:- 
vous system complications due to vaccinations. 
serum, sulphonamides, penicillin and other 
drugs is the sensitizing substance. The net- 
vous system component which is rendered 
antigenic, its formation of antibodies and their 
interaction are probably identical in all these 
allergic neuritides.’ 

The nature of brachial radiculitis is prob- 
ably also allergic in origin with oedema in 
and around the nerve roots. In most cases 
there is usually a history of some preceding 
infection. In over half the cases the disease 
occurs when the patient is convalescing from 
an acute specific fever or a surgical operation. 
It is interesting that this condition often 
occurs in military personnel. Spillane > reports 
46 cases in the Middle East Forces. Burnard 
and Fox! report 9 cases occurring in the 
Second New Zealand Expeditionary Force 
Weinstein ® found a similar condition in 18 
military patients, all of whom had received 
typhoid or typhus vaccine from 1-12 weeks 
before the onset of the illness. He considers 
this entity to be identical with serum neuritis. 
Miller and Stanton‘ are also of this opinion. 

The allergic phenomenon produces oedema 
with consequent swelling of the nerve root. 
This may result in its compression by a bony 
canal or intervertebral foramen and anatomi- 
cal factors may thus explain the peculiarity 
of the clinical localization, viz. the frequency 
of facial palsy and involvement of the Sth 
lumbar and 5th and 6th cervical nerve 
radicles. The facial nerve is the only cranial 
Merve traversing a narrow bony canal. The 
lumbar intervertebral foramina decrease in 
size in a caudad direction. The foramen 
between L5 and SI is always the smallest. 
The size of the emerging lumbar nerves is 
exactly opposite to that of the foramina, 
increasing in size from Ll to L5. Thus the 
largest nerves occupy the smallest foramina. A 
recent pilot study by the author similarly indi- 
cates that the smallest cervical intervertebral 
foramina (the 4th and Sth) contain relatively 
the largest nerve roots, viz. the Sth and 6th. 

If the views expressed in this paper are 
correct, the pathogenesis of these conditions 
may be expressed briefly as follows: There 
is a sudden swelling of multiple nerve radicles, 
with the compression of some of these nerve 
radicles by the walls of a surrounding bony 
canal or foramen, thus producing the conse- 
quent clinical localization determined by 
anatomical factors. 
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SUMMARY 


1. The clinical features of 4 unusual cases of 
foot-drop are described. 

2. An analogy is drawn between these cases 
and conditions such as Bell’s palsy, post-serum 
and post-vaccinial neuritis. 

3. A common pathogenesis for all these 
conditions is suggested. 

4. The importance of anatomical factors is 
stressed. 

OPSOMMING 


1. Die kliniese kenmerke van 4 buitengewone ge- 
valle van hangvoet word beskryf. 

2. ’n Analogie word getrek tussen hierdie gevalle, 
en toestande soos Bell se verlamming, na-serum- en 
na-vaksine-neuritis. 

3. ’n Gemeenskaplike pantogenese vir al hierdie 
toestande word aan die hand gedoen. 
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4. Die belangrikheid van anatomiese faktore 
word benadruk. 


I wish to thank Dr. I. J. Grek for his encourage- 
ment and helpful criticism of this article, and Dr. 
M. Tonkin, Superintendent of Coronation Hospital, 
Johannesburg, for permission to publish these cases. 
I am also indebted to Dr. S. Grieve and Mr. B 
Lewin for referring the cases to me. 
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CHLORPROMAZINE IN DERMATOLOGICAL PRACTICE 


I.. J. A. LOEWENTHAL, M.D., M.R.C.P., D.T.M. & H. 
Johannesburg 


Chlorpromazine (Largactil, Thorazine) was 
introduced as premedication in surgical opera- 
tions in 1951.! Since then it has been used in 
a variety of conditions, especially as a calming 
agent in neurotics and psychotics, and also to 
combat hypertension, surgical shock, nausea 
and vomiting. 

In view of the popular belief that many 
dermatoses are of a psychosomatic nature and 
the more easily verifiable fact that they are often 
accompanied or succeeded by nervous and 
emotional upset (somatopsychic), it is surpris- 
ing how little has been written of its use in 
dermatology. Hudson? wrote cautiously that 
it seemed to have a definite place in the 
management of some intractable cases of 
pruritus and Schoch,>? commenting on this, 
reported that his experience had been ‘drama- 
tically favourable’. He added: ‘Thorazine can 
and should in most instances replace all other 
sedatives, particularly members of the barbital 
group, in the management of dermatoses 
requiring systemic sedation.’ Later, Schoch* 
mentioned that he had used the drug in over 
50 patients, by the oral route, and was still 
favourably impressed by its calming effect, 
often in doses of 25-50 mg. daily, though one 
case of jaundice had occurred. 

Side Effects. Jaundice and other undesired 
effects have been encountered frequently.>? 


The incidence of jaundice has been as low as 
one in over 100 cases!® but, through the vaga- 
ries of chance, has been as high as 3 in a group 
of 18 patients.’ This jaundice is apparently 
not severe or dangerous, and is said not to 
recur when administration of the drug is 
resumed. Garmany, May and _ Folkson® 
reported a form of drug fever in 10% of their 
cases. As this was associated with nausea and 
right subcostal tenderness in all cases, ‘and 
signs of liver disturbances in some, it is pos- 
sible that visible jaundice is merely a further 
stage in a toxic or allergic drug reaction of 
fairly high incidence. 


PERSONAL OBSERVATIONS 


Before November 1954 I had used Chlorpro- 
mazine in a number of cases with encouraging 
results. A calming effect was reported by the 
majority of patients who had previously been 
anxious (some to the point of panic) and 
depressed. Further, Chlorpromazine seemed 
to be a far more efficient hypnotic than 
the barbiturates, in those cases kept awake 
by itching. From November 1954 until 
April 1955, careful records were kept of 
cases receiving oral Chlorpromazine; in order 
to prevent these patients from getting supplies 
elsewhere, the tablets and not a prescription 
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were given to them personally.* This also 
ensured their reporting progress in person, 
when further supplies were needed. 

Dosage and Duration: In one case a single 
dose of 25 mg. was followed by drowsiness, 
biliousness and headache and further tablets 
were not taken. In the others dosage varied 
from 50-300 mg. daily; 4 patients took 100 
mg. and 11 took 150 mg. daily. In 6 patients 
simultaneous suppressive treatment of exten- 
sive dermatoses (pemphigus, urticaria, dissemi- 
nated eczema, exfoliative dermatitis) was em- 
ployed, using ACTH, hydrocortisone or anti- 
histaminics. As these suppressive remedies 
had been used for some weeks before, the 
additional effects, if any, of Largactil were easy 
to evaluate. 

Results. An attempt was made to estimate 
the value of Chlorpromazine in suppressing a 
particular symptom (usually itching), as dis- 


* Maybaker (S.A.) (Pty.) Ltd. kindly supplied 
enough Largactil for this investigation. 


Tas_e I: Errects OF CHLORPROMAZINE IN 
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tinct from the general effects on the psyche. 
This division is, of course, open to the objec- 
tion that the relief of a particular symptom 
may be the result of a general calming action 
and, in fact, only one patient (No. 18) experi- 
enced relief of a particular symptom (pruritus 
vulvae) without relief of a concomitant, obvi- 
ously emotional upset. The alleged action of 
Chlorpromazine— I still have my pain but it 
doesn’t worry me any more’—must also be 
taken into account. In this series a statement 
such as the foregoing would be classed in 
Table I as ‘No improvement’. 

The effects of Chlorpromazine on nervous 
and emotional states are set out in Table II. 
I have not tried to distinguish between such 
states as being the suspected cause or result of 
the presenting dermatosis. The practising 
dermatologist cannot, of course, be a compe- 
tent judge of psychic disturbances—he cer- 
tainly is not capable of making psychiatric 
diagnoses in routine practice—and I have 
therefore grouped nervous and emotional 


THE CONTROL OF VARIOUS SYMPTOMS 


Daily Dose 
Case of Chlor- 
No. Diagnosis Symptom promazine | Effect* 
(in mg.) 
7 | Herpes zoster (trigeminal) Pain 150 - 
17. | Lupus erythematosus Nausea from 50 
Chloroquin 
1 | Exfoliative dermatitis Itching 200 
2 | Exfoliative dermatitis Itching 300 + 
3 | Urticaria Itching 150 -- 
8 | Urticaria Itching 150 
4 | Disseminated eczema Itching 150 
6 | Disseminated eczema Itching 150 
12 | Disseminated eczema Itching 75 
5 | Contact eczema (nickel) Itching 100 - 
9 | Sandworm (creeping eruption) Itching 150 _ 
11 | Pruritus vulvae Itching 150 
15 | Pruritus ani .. Itching 100 - 
18 | Pruritus vulvae Itching 150 
20 | Atopic dermatitis Itching 150 - 


*Complete relief, +; Substantial relief, +; Doubtful or no improvement, —. 
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Tase II: Errecrs oF CHLORPROMAZINE IN NERVOUS AND EMOTIONAL STATES 


Daily Dose | Anxiety, 
Case of Chlor- Tension or 
No. Diagnosis promazine | Agitation | Depression | Effect 
(in mg.) 

1 | Exfoliative dermatitis 200 _ + + 
2 | Exfoliative dermatitis 300 a oa + 
4 | Disseminated eczema 150 + = es 
6 | Disseminated eczema 150 + = ts 
12 | Disseminated eczema 75 
5 | Contact eczema (nickel) 100 + = 
9 | Sandworm (creeping eruption) 150 = + 
10 | Cancerophobia (with chr. lupus erythematosus) 75 = <p 
11 | Pruritus vulvae .. 150 
15 | Pruritus ani 100 + + 4 
14 | Neurotic excoriations 100 + _ + 
16 | Acne rosacea 100 = 


symptoms as ‘anxiety, tension or agitation’, 
on the one hand, and ‘depression’ on the 
other. It will be seen that these co-existed in 
several cases. Such a division is admittedly 
superficial, but may be useful to the clinician. 


COMMENT 


Effect on Itching. Though relief was obtained 
by 7 patients out of 13, the results could 
not be described as ‘dramatically favour- 
able’ except in Cases 15 and 18. In both 
these females, who had had persistent pruritus 
for many months, and without visible skin 
lesions at the time Chlorpromazine was given, 
complete relief was experienced in 24 hours. 
Maintenance doses of 100 mg. daily have, how- 
ever, been necessary for 3 and 2 months res- 
pectively. In these 2 cases it may be urged 
that the pruritus vulvae and ani were respec- 
tively the expression of an emotional upset and 
that their immediate relief by Chlorpromazine 
could be attributed to its action on this emo- 
tional disturbance. The fact that Case 18 
showed no obvious evidence of preceding emo- 
tional upset is not to be taken as proving that 
a psychogenic cause was absent. But in Case 


9 a different state of affairs obtained. This 
patient was well in every respect until she 


contracted a heavy sandworm infestation (more 
than 20 tracks were counted). Her anxiety 
and depression were frankly the consequence 
of prolonged, ferocious itching and weeks of 
interrupted sleep. 

It may be noteworthy that in her case the 
itching was not relieved in the slighest degree 
by Chlorpromazine, whereas the secondary 
emotional manifestations were promptly con- 
trolled. 

One of the best results was obtained in a 
middle-aged woman (Case 14) with intractable 
neurotic excoriations; the use of Chlorproma- 
zine completely abolished all evidence of these 
during a period of 6 weeks’ observation. 

General Effects: (a) Beneficial. Table II 
shows that Chlorpromazine exerted an appre- 
ciable effect on the emotional disturbances of 
most patients. They usually became far more 
tractable, less inclined to telephone about tri- 
vialities (this alone should make the drug 
popular among doctors) and volunteered such 
statements as: ‘I felt I had divorced my 
worries from my mind’ or ‘I felt immediate 
relaxation’. My impression is that in most 
cases Chlorpromazine has been of the greatest 
service in controlling the abnormal psyche 
accompanying many skin diseases; it is cer- 
tainly a more efficient sedative and hypnotic 
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than the barbiturates which are so commonly 
prescribed with so little effect. 

(b) Undesirable. As mentioned earlier, one 
patient experienced drowsiness and nausea 
after a single tablet of 25 mg. and refused to 
continue with the drug. Another, a case of 
pemphigus vulgaris, whose disease was satis- 
factorily controlled with 100 mg. of hydro- 
cortisone daily, became increasingly agitated 
and depressed and stated that she could not 
take more than 100 mg. of Chlorpromazine 
daily because of nausea and giddiness. Her 
mental symptoms became more marked on this 
dosage and she eventually attempted suicide. 
I cannot say whether her mental deterioration 
was caused by the depression consequent on 
her disease, by hydrocortisone or by Chlorpro- 
mazine. 

Two patients developed pyrexia and jaundice 
on doses of 100 mg. of Chlorpromazine daily 
and within 2 weeks of beginning to take the 
drug. The second (who also showed a profuse 
morbilliform rash) was given 100 mg. of 
hydrocortisone daily from the time of onset of 
jaundice and I am informed!! that the signs of 
liver dysfunction were exceptionally mild in 
her case. 


SUMMARY AND CONCLUSIONS 


1. Oral Chlorpromazine was given to 20 
patients suffering from a variety of dermatoses. 

2. Itching was not markedly relieved, except 
in those whose itch might well have been 
psychogenic. 

3. Tension, anxiety, agitation and depression 
—seen accompanying so many skin diseases— 
were relieved in the majority. The manage- 
ment of such cases was thereby made easier. 

4. Chlorpromazine acted as an efficient hyp- 
notic in most cases in this series. 

5. Two of these 20 patients developed a 
febrile jaundice. This complication has been 
noted in all series so far published. Though 
only one death has been thought probably 
attributable to the use of this drug,'* this com- 
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plication cannot be dismissed as unimportant, 
nor the report of a death from agranulocyto- 
sis'3 in a patient under treatment with Chlor- 
promazine. The occurrence of both these 
complications has recently been reported in 
South Africa.'*- !5 

6. The dangers of Chlorpromazine must 
therefore be weighed against its undoubted 
advantages in dermatological practice. It will 
probably be agreed that it should not be used 
to combat trivial or transient disorders of the 
psyche; but cases will undoubtedly occur 
where the slight but definite risks of Chlor- 
promazine therapy will be accepted when 
weighed against its undoubted advantages. 


OPSOMMING 


Die gevare van Chlorpromasine moet opgeweeg 
word teen die ontwyfelbare voordele daarvan in die 
dermatologiese praktyk. 

Terwyl die gebruik daarvan nie aanbeveel word 
vir onbenullige of verbygaande versteurings van die 
psige nie, sal gevalle voorkom waar die geringe 
maar definitiewe gevare van Chlorpromasine-terapie 
aanneemlik sal wees wanneer dit teen die ontwyfel- 
bare voordele daarvan opgeweeg word. 
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PREPARATIONS AND APPLIANCES 


NEMBU-DONNA CAPSULES (RED) 


Effective in the treatment of hyperactivity (func- 
tional or organic) of the gastric cardia, pylorus, bile 
duct, colon or ureter and for symptomatic relief in 
peptic ulcer, colitis, biliary spasm and other condi- 
tions characterized by spasmodic abdominal pain. 
Each Capsule Contains: Nembutal Sodium } gr. 
—trelieves psychic tension. Extract Belladonna gr. 


1/6 alleviates spasm and diminishes the secretion 
of hydrochloric acid. 


How Supplied: Bottles of 100 capsules. 
Distributors: Abbott Laboratories S.A. (Pty.) Ltd., 
223 Booysens Rd., Johannesburg. 


METICORTELONE 


Meticortelone (prednisolone, Schering) is now avail- 
able to take its place in the physician's armamen- 
tarium for the treatment of rheumatoid arthritis, 
bronchial asthma and other collagen diseases. 

The announcement of the existence of these 
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dramatic new compounds (Meticorten and Meticorte- 
lone) was made from the headquarters of the 
National Institute of Arthritis and Metabolic 
Diseases at Bethesda, Maryland, U.S.A. i 
announcement resulted in an unprecedented demand 
for both compounds, making it neces for 
Schering’s Clinical Research Division to allocate 
initial material to a limited number of clinicians 
qualified to pursue important studies then in pro- 
t. J. J. Bunim, in his preliminary report which 

BE al in the January 22, 1955 issue of the 
Journal of the American "Medical Association, 
showed the excellent results he obtained with Meti- 
cortelone. In this series Dr. Bunim also employed 
Meticorten and observed that ‘effects of these 
steroids are very similar’. Continued clinical inves- 
tigations have confirmed this observation, i.e. thera- 
peutically these 2 compounds are almost identical. 
Whereas Meticortelone (prednisolone) is a product 
derived from hydrocortisone, Meticorten (predni- 
sone) is a derivative of cortisone. Méilligram for 
milligram, as in the case of Meticorten, Meticorte- 
lone is 3-5 times as effective as oral cortisone and 
hydrocortisone in anti-inflammatory and anti- 
rheumatic activity. Side effects such as sodium 
retention, potassium loss, moon-face and hirsutism 
do not occur with recommended therapeutic dosages. 

It has been evident almost from the time these 
2 new corticosteroids emerged from the laboratory 
that therapeutically they were almost indistinguish- 
able. Nevertheless, the medical profession continued 
to express almost an equal interest in both com- 
pounds. We have, therefore, made both available 
to permit the medical profession to decide ultimately 
which form would be preferred. 

Meticorten and Meticortelone are now available in 
South Africa. Both preparations are distributed by 
Scherag (Pty.) Limited, Johannesburg. 


TYZINE* NASAL SOLUTION 


Tyzine (Pfizer brand of Tetrahydrozoline HCl) is a 
new pressor amine supplied in a 0.1% solution 
buffered to pH 5.5. Tyzine is a potent vasocon- 
strictor and decongestant when applied topically to 
the nasal mucosa. The solution is odourless, taste- 
less and non-irritating. 

Dosage: One to 4 drops instilled into each nostril 
not oftener than every 3 hours. Tyzine has proved 
of low toxicity when used locally in the suggested 
dose. Overdosing must be avoided, as with all 
decongestant agents. 

Tyzine is available in 15 c.c. dropper bottles. 
Price to the consumer: 6s. 


TERRAMYCIN*® AND TETRACYN*® SF* 


These products are combinations of Terramycin 
(oxytetracycline) and Tetracyn (tetracycline) with 
vitamins of the B complex, vitamin C and vitamin 
K. Each capsule contains 250 mg. of the antibiotic 
together with those quantities of the above vitamins 
needed in conditions of stress. Terramycin* SF* 
and Tetracyn* SF,* therefore, afford the convenience 
of employing a single preparation to provide both 
anti-infective and nutritional therapy. 

Dosage: As with the antibiotics, adult dosage is 
based on 1.0 g. per day for moderate infections. 
Severe cases may require up to 2.0 g. per day. 

Terramycin* SF* and Tetracyn* SF* are 
in vials of 16 capsules. 


*Trade Mark Chas. Pfizer & Co. Inc. 
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THE BIRTCHER ‘MEGASON’ ULTRASONIC UNIT 


Medical Distributors (236 Jeppe Street, Johannes- 
burg) have started the distribution of the ‘ Megason ’ 
Ultrasonic Unit, made by The Birtcher Corporation, 
Los Angeles, California—manufacturers of the 
‘ Hyfrecator ’ ‘and many other well-known types of 
electro-medical apparatus. 

This equipment was placed on the market only 
after exhaustive experimental work had proved the 
value of this new form of therapy. 

It was unfortunate that fantastic claims were put 
forward in regard to this physical agent in South 
Africa, with the result that many practitioners are 
doubtful of its value to-day. Time and experience 
have modified these claims and ultrasonics can now 
be reviewed on a more rational basis. Experiences 
in South Africa, as obtained in some of the largest 
hospitals in the Union, are in keeping with those 
of overseas workers and the following groups have 
shown favourable results: 

1. Recent injuries of the soft tissues, e.g. torn 
muscles, haematomata, tenosynovitis, bursitis. 

2. Adherent fibrous and scar tissue, including 
keloids, and fibrositic conditions in various parts of 
the body. 

3. Circulatory abnormalities = diverse origin, 
such as gravitational ulcers, lymphatic oedema, 
chilblains, Buerger’s and Retuak s disease. 

Scientific literature on this controversial subject, 
as well as information on available equipment, may 
be obtained, without obligation, from Medical 
Distributors, P.O. Box 3378, Johannesburg. 


HELMEZINE ELIXIR 
AN EFFECTIVE ANTHELMINTIC 


Allen & Hanburys (Africa) Limited, Durban, 
announce the introduction of Helmezine Elixir con- 
taining Piperazine Citrate. 

Description: A pleasant, lime-flavoured elixir 
containing in each teaspoonful piperazine citrate 
equivalent to 500 mg. of piperazine. It is palat- 
able, easy to administer a rapidly effective. 

Indications: With the use of Helmezine Elixir 
the treatment of threadworm and roundworm 
infestation is greatly simplified. No particular pro- 
gramme of hygiene need be enforced beyond attend- 
ance to normal cleanliness. 

The need for the use of enemas — 
purging and starvation is eliminated. No follow. 
up purgative need be administered. 

Clinical trials have shown that piperazine is 
effective in the treatment of threadworm and round- 
worm infestation in a high percentage of cases. 

Dosage: The one dose treatment of roundworm 
infestation : 

Infants and children weighing less than 44 lb.: 
Single dose of 4 teaspoonfuls. 

Older children weighing over 44 lb. and adults: 
Single dose of 6 teaspoonfuls. 

Treatment of threadworm for a period of 7 

ys: 

9 months—2 years: 4 teaspoonful twice daily. 

2—3 years: 4 teaspoonful thrice daily. 

4—6 years: 1 teaspoonful twice daily. 

7—14 years: 1 teaspoonful thrice daily. 

Adults: 2 teaspoonfuls twice a day. 
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TOLSBRAM 
MBPHENESIN CARBAMATE—SQUIBB 


Pharmacology: Tolseram (mephenesin carbamate) 
resembles mephenesin but it is not CK ized to 
The prolon, action of Tolseram 
may be due partly to its failure to be oxidized tg 
an inactive carboxylic acid, whereas a substantial 
portion of a dose of mephenesin undergoes such 
oxidation. 

Indications: Engler (Lancet, 2, 598, 1954) 
reported on Tolseram and mephenesin in the 
treatment of mental defectives suffering from severe 
spastic disorders from birth. In 10 patients both 
limb movement and speech were much improved 
during the first weeks of Tolseram therapy and, in 
due course, a number of the patients were able to 
walk and to move relatively freely for the first 
time in their lives. Tolseram was more effective 
than mephenesin. 
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Larkin (Lancet, 2 333, 1954) used Tolseram 
tablets in 34 ‘fibrositic’ cases (lumbodorsal and 

times He found Tolseram 
superior to on a smaller 
effective dosage. 

Marshall (Lancet, 2, 333, 1954) studied mephene- 
sin and Tolseram in disseminated sclerosis. The 
results tended to support those of animal experi- 
ments indicating that Tolseram is likely to have 
significantly longer and greater activity than 
mephenesin. 

Dosage: The usual adult oral dose is 1—3 g. 
3—5 times a day, usually commencing with doses 
of 1—1.5 g., administered 3—5 times daily after 
meals or after a draught of milk or other liquid. 
— doses are adjusted to meet individual 


Packaging: Tolseram Tablets, 0.5 g. in bottles 
of 25, 100 and 1,000. 


PREPARATE EN TOESTELLE 


NEMBU-DONNA-KAPSULES (ROO!) 


Doeltreffend by die behandeling van oorbedrywig- 
heid (funksioneel of organies) van die maagmond, 
die maaguitgang, die galbuis, die kolon of die 
urineleier, en vir simptomatiese verligting van 
peptiese swere, kolitis, aac menigad en ander toestande 
wat deur krampagtige buikpyn gekenmerk word. 

ledere Kapsule Bevat: Nembutal-natrium }-gr.— 
verlig psigiese spanning. Belladonna-ekstrak gr 
1/6—verlig die krampe en verminder die afskeiding 
van soutsuur. 


Hoe dit verskaf word: Bottels bevattende 100 
kapsules. 
Verspreiders: Abbott Laboratories S.A. (Pty.) 
Ltd., Booysensweg 223, Johannesburg. 
METICORTELONE 
Meticortelone (prednisolone, Schering) is nou 


beskikbaar en neem sodoende sy plek in die genees- 
heer se armamentarium ter behandeling van ruma- 
tiekagtige gewrigsontsteking, bronchiale asma en 
ander kollageen-siektes. 

Die bestaan van hierdie dramatiese nuwe same- 
stellings (Meticorten en Meticortelone) is vanaf die 
hoofkwartier van die Nasionale Instituut vir 
Gewrigsontsteking en Metaboliese Siektes te 
Bethesda, Maryland, V.S.A., aangekondig. Hierdie 
aankondiging is gevolg deur ’n ongekende aanvraag 
om albei hierdie samestellings, waardeur Schering se 
Afdeling Kliniese Navorsing genoodsaak was om 
voorlopige materiaal beskikbaar te maak aan 'n 
beperkte aantal kliniese deskundiges, opgelei om 
die belangrike studies wat destyds aan die gang was 
voort te sit. 

Dr. J. J. Bunim in sy voorlopige verslag wat in 
The Journal of the American Medical Association 
van 22 Januarie 1955 verskyn het, gewys op die 
uitmuntende resultate wat hy met Meticortelone ver- 
kry het. In hierdie studies het Dr. Bunim ook 


Meticorten gebruik, en hy meld dat die uitwerking 
van hierdie steroide baie ooreenkom. Hierdie feit 
is deur langdurige kliniese ondersoek bevestig, d.i. 


dat terapeuties gesproke, hierdie 2 samestellings feit- 
lik identies is. Terwyl Meticortelone van _hidro- 

kortisoon verkry word, is Meticorten van kortisoon 
afkomstig. Soos in die geval van Meticorten is die 
anti-inflammatoriese en anti-rumatiese uitwerking 
van Meticortelone mg. vir mg. 3-5 keer so hoog as 
ang ig en hidrokortisoon wat mondelings toege- 
ien is. 

Newe-effekte soos natriumretensie, verlies van 
kalium, maangesig en harigheid kom nie voor wan- 
neer die terapeutiese dosismaat soos aanbeveel toe- 
gepas word nie. 

Reeds sedert die laboratorium-stadia was dit 
duidelik dat hierdie 2 nuwe kortikosteroide, tera- 
peuties gesproke, feitlik nie van mekaar onderskei 
kan word nie. Nietemin het die geneeskundige 
professie steeds ’n byna gelyke belangstelling in 
albei preparate getoon. Derhalwe het ons albei 
beskikbaar gemaak, en dit dan aan die mediese 
professie oorgelaat om uiteindelik te besluit watter 
vorm verkies word. 

Meticorten en Meticortelone is albei in Suid- 
Afrika beskikbaar. Beide preparate word deur 
Scherag (Eiend.) Beperk, Johannesburg, versprei. 


TYZINE*-NEUSOPLOSSING 


Tyzine (die Pfizer-merk van Tetrahidrosoline HCl) 
is ‘n nuwe pressor-amine wat verskaf word in ‘a 
0.1%-oplossing, gebuffer tot pH 5.5. Tyzine is ’n 
kragtige vaatvernouer en kongestiebestrydingsmiddel 
as dit plaaslik op die slymvlies van die neus aange- 
wend word. Die oplossing is reukloos, smaakloos 
en nie-prikkelend. 

Dosis: Een tot 4 druppels, gedrup in elke neus- 
gat nie meer dikwels as al om die 3 uur nie. Tyzine 
het die bewys gelewer dat dit van 'n lae toksisiteit 
is as dit plaaslik en teen die aanbevole dosis aan, 
wend word. Té groot dosisse moet vermy word— 
soos met alle kongestiebestrydingsmiddels. 

Tyzine is verkrygbaar in oe van 
15 ks. Prys vir die gebruiker: 


*Handelsmerk, Chas. Pfizer & Co. Inc. 
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TERRAMYCIN*® EN TETRACYN*® SF* 


Hierdie produkte is samestellings van Terramycin 
(oksitetrasikline) en Tetracyn (tetrasikline) met vita- 
mines van die B-kompleks, vitamine C en vitamine 
K. Jedere kapsule bevat 250 mg. van die anti- 
bioticum saam met dié hoeveelhede van bogenoemde 
vitamines wat in spanningstoestande nodig is. Terra- 
mycin* SF* en Tetracyn* SF* is derhalwe ‘n 
gerieflike manier om 'n enkele preparaat toe te dien 
vir sowel besmettingsbestrydende as voedingsterapie. 

Dosis: Soos in die geval van die antibiotica, is 
die dosis vir volwassenes gebaseer op 1.0 g. per dag 
in die geval van middelmatige infeksies. In ernstige 
gevalle kan tot 2.0 g. per dag toegedien word. 

Terramycin* SF* en Tetracyn* SF* is verpak in 
flessies wat 16 kapsules bevat. 


*Handelsmerk, Chas. Pfizer & Co. Inc. 


DIE BIRTCHER ,MEGASON’ ULTRASONIESE EENHEID 


Medical Distributors van Jeppestraat 236, Johannes- 
burg, het ’n aanvang gemaak met die verskaffing van 
die ,Megason’ Ultrasoniese Eenheid, vervaardig deur 
The Birtcher Corporation van Los Angeles, Califor- 
nia, die makers van die ‘Hyfrecator’ en vele ander 
welbekende elektromediese apparate. 

Hierdie toerusting is op die mark geplaas alleen 
na uitgebreide proefnemings die waarde van hierdie 
nuwe vorm van terapie beproef het. 

Ongelukkig was fantastiese aanspraak gemaak in 
Suid-Afrika in verband met hierdie fisiese middel, 
met die gevolg dat baie praktisyne vandag twyfel 
aan die waarde daarvan. 

Tyd en ondervinding het hierdie aanspraak 
gematig en Ultrasonika kan nou heroorweeg word op 
n meer redelike basis. Ondervinding in Suid-Afrika, 
soos geleer van resultate verkry in party van die 
grootste hospitale in die Unie, stryk met dié van 
oorsese werkers en die volgende groepe het gunstige 
resultate gelewer: 

1. Onlangse beserings van die sagte weefsels, b.v. 
geskeurde spiere, hematoom, tenosinovitis en bursitis. 

Vasklewende veselagtige en lidteken-weefsels, 
insluitende keloide en toestande van veselontsteking- 
gehalte in verskillende dele van die liggaam. 

3. Bloedsomloop abnormaliteite van diverse oor- 
sprong soos gravitasie swere, limfatiese edeem, 
wintersvoete en hande, Biirgerse en Raynaudse 
siektes. 

Wetenskaplike literatuur oor hierdie veelsydige 
onderwerp, asook inligting in verband met verkry- 
bare toerusting, kan sonder enige verpligting verkry 
word van Medical Distributors, Posbus 3378, Johan- 
nesburg. 


HELMEZINE-ELIKSER 
DOELTREFFENDE WURMMIDDEL 


Allen & MHanburys (Africa) Limited, Durban, 
kondig die beskikbaarstelling aan van Helmezine- 
elikser, bevattende Piperasine-sitraat. 

Beskrywing: Aangename, met sitroen ge- 
geurde elikser bevattende, in iedere teelepelvol, 
piperasine-sitraat gelykstaande aan 500 mg. piper- 
asine. Dit is smaaklik, maklik om toe te dien, 
vinnig en doeltreffend. 

Indikasies: As Helmezine-elikser gebruik word, 
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word die behandeling van draadwurm- en ronde- 
wurm-infestasie aansienlik vergemaklik. Behalwe 
om aandag te bestee aan normale sindelikheid, hoef 
geen besondere higiéne-program toegepas te word 
nie, 

Die noodsaaklikheid van lawemente, steekpille, 
purgering en uithongering word uitgeskakel. Geen 
opvolgingspurgasie hoef toegedien te word nie. 

Kliniese toetse het bewys dat piperasine in ’n 
hoé persentasie van gevalle doeltreffend is vir die 
behandeling van draadwurm- en _  rondewurm- 
infestasie. 

Dosis: Die een-dosis-behandeling van ronde- 
wurm-infestasie : 

Suigelinge en kinders wat minder as 44 pond 
weeg: ‘n Enkele dosis van 4 teelepelsvol. 

Ouer kinders wat meer as 44 pond weeg, en 
volwassenes: ’n Enkele dosis van 6 teelepelsvol. 

van draadwurm oor ’n tydperk van 
7 dae: 

9 maande-—2 jaar: 4-teelepel 2 maal per dag. 

2—3 jaar: 4-teelepel 3 maal per dag. 

4—6 jaar: 1 teelepel 2 maal per dag. 

7—14 jaar: 1 teelepel 3 maal per dag. 

Volwassenes: 2 teelepels 2 maal per dag. 


TOLSERAM 
MEFENESINE-KARBAMAAT—SQUIBB 


Farmakologie: Tolseram (mefenesine-karbamaat) 
stem ooreen met mefenesine, maar is nie ge- 
metaboliseer tot mefenesine nie. Die langdurige 
uitwerking van Tolseram moet miskien gedeeltelik 
toegeskryf word aan die feit dat dit nie tot 'n 
onaktiewe karboksielsuur gedksideer word nie, terwyl 
‘n aansienlike gedeelte van ’n dosis mefenesine wel 
sodanige oksidasie ondergaan. 

Indikasies: Engler (Lancet, 2, 298, 1954) het 
verslag gedoen oor Tolseram en mefenesine by die 
behandeling van swaksinniges wat vanaf geboorte 
aan ernstige spastiese versteuring gely het. In die 
geval van 10 pasiénte het sowel die bewegings van 
die ledemate as die spraak heelwat verbeter gedu- 
rende die eerste weke van Tolseram-terapie en, 
met verloop van tyd, kon ’n aantal pasiénte vir die 
eerste keer in hul lewe rondloop en_betreklik 
vryelik beweeg. Tolseram was doeltreffender as 
mefenesine. 

Larkin (Lancet, 2, 333, 1954) het Tolseram- 
tablette in 34 ,fibrositis’-gevalle (waarby die lumbo- 
dorsale en tussenrib-streke hoofsaaklik betrokke was) 
gebruik. 1 tablet van 0.5 g. is 4 maal per dag 
toegedien. Hy het bevind dat Tolseram klinies 
voortrefliker is as mefenesine met 'n kleiner effek- 
tiewe dosis. 

Marshall (Lancet, 2, 333, 1954) het mefenesine 
en Tolseram in gevalle van verspreide sklerose 
bestudeer. Die resultate was ’n skynbare bekrag- 
tiging van die proefnemings wat met diere gedoen 
is en daarop gedui het dat Tolseram waarskynlik 
’n aansienlik langer en groter bedrywigheid as 
mefenesine besit. 

Dosis: Die gewone mondelinge dosis vir vol- 
wassenes is 1—3 g., 3—5 maal per dag, beginnende 
gewoonlik met dosisse van 1—1.5 g. wat 3—5 maal 
per dag toegedien word na maaltye of na ’n drankie 
melk of ander vloeistof. Latere dosisse word by 
individuele behoeftes aangepas. 

Verpakking: Tolseram-tablette, 0.5 g. in bottels 
van 25, 100 en 1,000. 
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Through the years of childhood and beyond, MILONTIN* 
brings powerful anti-convulsant action to sufferers from 
petit-mal. Milontin has been shown to reduce considerably 
the frequency of attacks in the majoritylof cases and to 

o>? completely control them in many. An associated improvement 
in both mental and physical activity is often seen. In use, 

smoothing the way ahead it is rapidly absorbed, well tolerated and relatively non-toxic. 
A product of the PARKE-DAVIS Research Laboratories, 
MILONTIN is being recognised as one of the most effective 
anti-convulsants for the treatment of petit-mal epilepsy. 


for Petit-emal Epilepsy 


Milontin Capsules, 05 g. each, in bottles of 50 and 250 


*Trade Mark 


em ‘Ie: P.D. & Co. (Pty. i Ltd., P.O. Box 9971, Johannesburg, subsidiary of PARKE DAVIS & CO. 


Distributors: Lennon Ltd., P.O. Box 8389, Johannesburg and branches. 
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ULTRASONIC 
Therapy 

+ « « « «IS progressing so rapidly that it is now 
generally regarded as the outstanding 
development of the decade in physical 
medicine. 


MEGASON. 
Ultrasonic Unit 


4 


Accuracy in dosage measurement is of para- 
mount importance in Ultrasonic therapy. The 
Megason Direct-Reading Meter gives exact 
reading instantly, continuously. No figuring 
—no charts are necessary. Automatic voltage 
compensation. Keeps meter reading accurate 
at all times. 

EC.C. Approval No. U-102 


Write for scientific papers and general literature to: 


Medical 


SPECIALISTS FOR PHYSICAL MEDICINE APPLIANCES 
P.O. Box 3378 JOHANNESBURG Tel. 23-8106 


Telegraphic Kinkade “DISMED” Office and Showroom at 236, JEPPE STREET 


Try 
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Gives ultra-prolonged effective 


penicillin action — up to four days 


Ready-prepared for intramuscular injection. For mild, accessible 
infections; and for prophylaxis requiring prolonged “‘spread”’ of 
penicillin in low concentration. 


BENAP® 


Aqueous suspension containing 300,000 units benethamine 
penicillin per cc. Vials of ten | cc. doses. 


GLAXO LABORATORIES (S.A.) (PTY.) LTD. 


P.O. BOX 21, WADEVILLE, GERMISTON 


Agents: “M. & J. Pharmaceuticals (Pty.) Limited, P.O. Box 784, Port Elizabeth 
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LAUDOLISSIN, a new synthetic muscle relaxant has been developed 
in the laboratories of Allen & Hanburys Ltd. It is a true curarising 
agent and exerts its effect by blocking the action of acetylcholine at 
the motor end-plate. It is therefore antagonised by neostigmine. 


LAUDOLISSIN has been used with success in a wide range of major 
abdominal and thoracic surgical procedures in which prolonged 
relaxation is required. Inthe suggested dosage, it produces a paralysis 
which commences 2 to 5 minutes after injection and which lasts for 
40 to 50 minutes. 


Injection of LAUDOLISSIN is supplied in ampoules containing 
1°5 c.c. in boxes of 5 or 100 ampoules. 


LAUDOLISSIN 


(Injection of Laudexium Methylsulphate) 


A Synthetic Muscle Relaxant for Intravenous Use 


HA 


‘INCORPORATED 'N FNGLAND 


| 
SK 
NS 
2 
= ASN 
a MUSCLE RELAXATION 
3 
WE 
In surger 

| 
QS S 
SS 


5 September 1955 MEDICAL PROCEEDINGS - MEDIESE ByDRAES xxi 


lron in its 
most useful form 


CONTAINS FERROUS GLUCONATE, WHICH PROVIDES 
TWICE MORE IRON UTILIZATION AND HAEMOGLOBIN 
REGENERATION THAN DOES FERROUS SULPHATE 


In addition, Chartil contains Calcium Gluconate and 
non-fractionated total extracts of liver and yeast to 
increase the assimilation of iron 


e~e Palatable Chartil is available in 8 oz. bottles with a sug- 
gested adult dose of one dessertspoonful three times daily 


Descriptive literature on request fron 


KEATINGS PHARMACEUTICALS LIMITED 


P.O. BOX 256 + JOHANNESBURG 
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in wounds and burns ews 


from first aid to skin-grafting 


the potent 
antibacterial 
for local 
application 


e ‘Furacin’ Soluble Ointment — in |-0z. tubes, and 16-02. jars 


(formerly ‘Furacin’ Soluble Dressing) 
e ‘Furacin’ Solution — in 2, and 16 fl. oz. bottles 


e ‘Furacin’ Ear Drops — in | fl. oz. bottles with dropper 
(formerly ‘Furacin’ Ear Solution) 


M. & J. PHARMACEUTICALS (PTY.) LIMITED, Diesel Street, Port Elizabeth ~~ 
FP 94 SA (Associated with Menley & James, Limited, London) 
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Accept this 
beautiful book 


free 


The Discovery 
of Tahiti 


ow highly entertaining story is an eyewitness account of what happened when, in 1767, sea-weary 
English sailors first stumbled into a South Sea paradise. Illustrated with superb engravings by 
Robert Gibbings, and with a gay and unusual binding, it has been specially produced for presentation 
to all who join THE Fouio Society. 


Pb Membership brings you exclusive editions of the world’s great books from 
i Omar Khayyam and Boccaccio to Rupert Brooke and Wilkie Collins. With 
illustrations by distinguished artists, these handsome volumes are individually 
designed and craftsman-made, vet they often cost no more than ordinary books. 

Send to-day for the illustrated 12-page Prospectus, describing the new Pro- 
gramme and giving details of all previous publications—or better still, complete 
the enrolment form below and become a member immediately. 


THE FOLIO SOCIETY 


c/o JUTA & CO., LIMITED 
CAPE TOWN JOHANNESBURG 


ENROLMENT FORM 
To: JUTA & CO. LTD., 
P.O. Box 30, Cape Town or P.O. Box 1010, JOHANNESBURG 


Prease enrol me as a member/renew my membership* of the Folio Society. Send me the titles I have marked 
below, as published (minimum four volumes). In addition I am to receive, free of charge, a copy of THe Discovery 
oF TAHITI and THE Fouio as published. 


* T enclose my remittance for £ : Ss. d. (post free). 


* T undertake to pay for each book on publication. (Post and packing extra: \s. per volume.) 


* S1RIKE OUT WHAT DOES NOT APPLY. 


TITLES FOR 1955—TICK THOSE REQUIRED 
THE SECOND FIVE (1) THE LONDON SPY 
THE ARTAMONOV THE VIRGIN AND THE GYPSY 16s. 6d. 
O HUMPHRY CL LINKER ley et O THE RUBAIYAT OF 
A JOURNAL OF TERROR 18s. OMAR KHAYYAM 
O BEL-AMI ‘ . 6d. O THE SEMI-ATTACHED COUPLE 18s. 6d. 
Mr. 
Miss BLOCK LETTERS PLEASE 


ADDRESS 


(J2) 
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THE NEW 


PRODUCT 


FOR THE 
TREATMENT 
OF 


DISSEMINATED 
SCLEROSIS 


PARAPLEGIA 


HEMIPLEGIA 


RHEUMATIC 
DISORDERS 


CHOREO- 
ATHETOSIS 


MEPHENESIN CARBAMATE—SQUIBB 


Further information and Literature is available from 


PROTEA PHARMACEUTICALS LIMITED 


7 NEWTON STREET, WEMMER, JOHANNESBURG. P.O. BOX 7793, TEL. 33-2211. 


ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN 
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PRESENTS 


COLLIRO 


One in a complete range of 


OUTSTANDING 
Iron Preparations} ‘ss 


Pleasant to take. 


COLLIRON. Many oral iron prepara- 


tions cause gastro-intestinal irritation 3. High utilization factor. 
thereby making it impossible to adminis- 4. Does not stain the teeth. 
ter sufficient iron by the oral route to 5. Particularly suitable for 
restore the haemoglobin level to normal. children to whom it can 
: easily be administered by 
Colloidal ferric hydroxide in the form means of a special dropper 
of COLLIRON overcomes this great bottle. 
disadvantage, as the iron is presented 
, ‘in a non-irritant form and is readily 


tolerated even in large dosage over a 
prolonged period. 


Presentation 


r Bottles of 8 fl. oz. dnd 80 fl. oz. 
e-~s Dropper bottles of | fl. oz. 
COLLIRON is also available in capsules. 
If rapid response to iron therapy is needed, 
COLLIRON is unexcelled. 


COLLIRON 


odinn further information on request from: 
’ EVANS MEDICAL SUPPLIES P.O. BOX 6607 JOHANNESBURG 
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NERVOUS 
S 
TENSE 
Rest Less 


ahew éxpetientt um 
TRANQUILLITY 


For anxious, tense, restless patients Seconesin 
provides a safe relaxant-sedative. It introduces 
a totally new idea in sedation. Non-narcotic 
and with a minimum of secobarbital, there is no 
danger of cumulation or “ hangover’? because 
both components are rapidly eliminated. 
Seconesin acts promptly and its effect lasts for 
a few hours only. Day-time relaxation with 
Seconesin is so calming that most patients sleep 
well at night without further hypnotics or seda- 
tives. Each tablet contains :—Mephenesin 
400 mg. Secobarbital 30 mg. 


SECONESIN 


TRADE MARK 


Packings: Bottles of 25, 100 and 500 tablets. Full 
literature on request to P.O. Box 1573, Johannesburg. 


TIE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON N-W-10 


YY 


Known and trusted for 


a hundred years 


Lennon Limited, manufacturers of National Health Products, 
have enjoyed the confidence of the Medical Profession for over 
a hundred years. National Health Products have always been 
made to conform to the most exacting requirements of modern 
medicine and hygiene. 

N.H.P. Products include Infalose, the well known baby food, 
and a range of ethical remedies and first-aid requirements for 
the medical profession. 


Branches at: 


LENNON @ LTD. 


PORT ELIZABETH 
JOHANNESBURG 


LONDON Chemists to South Africa 


KIMBERLEY 
9175-1 med. 
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IN AMERICA LAST YEAR... 


VICEROY accounted for more filter cigcrette 
sales than all other filter brands combired. 


IN SOUTH AFRICA TODAY... 


the identical filter tip pioneered by Viceroy in 
America is on all Viceroy Filter cigarettes 
sold in South Africa, where Viceroy is now the 


biggest selling top quality cigarette. 


VICEROY 


WITH THE 


MIRACLE FILTER 


OF ESTRON MATERIAL 


“The Finest Cigarette Money Can Buy”’ 


A safe ALL-MILK formula 


Nature intended that infants should be breast fed but if breast feeding is in- 
adequate or fails LACTOGEN provides all the necessary food constituents in the 
correct proportions and to a standard and constant corzposition. 


LACTOGEN is manufactured from fresh, whole milk, which has been modi- 
fied by the addition of milk fat and sugar and fortified by additional Vitamins A and 
D and iron. 


Nothing but warm, previously boiled water 1s needed to prepare a LACTOGEN 
feed and on reconstitution the mixture obtained closely resembles human milk in 


ee percentage composition. 


COMPARATIVE ANALYSIS 


Breast Milk LACTOGEN | Cow’s Milk 
(Average) *(Reconstituted) (Average) 
FAT 3.5% 3.03% 3.5% 
PROTEIN 1.5% 2.11% 3.4% 
LACTOSE 6.5% 6.64% 4.7% 
MINERAL SALTS 0.2% 0.45% 0.7% 
WATER 88.3% 87.77% 87.7% 


(* LACTOGEN reconstituted with 7 parts water by weight) 


LACTOGEN 
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-Continuous Quality 


Only the very finest quality 
ingredients go into every bottle of 
Coca-Cola. At every stage of production 
the most rigid and exacting tests are 
made to ensure that the highest 
| shins standard of purity is maintained— 
“Delicians and the standard that has built the enviable 

Refreshing tradition of ‘Continuous Quality” 
for almost 70 years. 


The Quality of Coca-Cola Inspires Confidence 


“Coca-Cola” is the registered 
trade mark of The Coca-Cola Company 


Manufactured and Bottled in S.A. 
THE COCA-COLA EXPORT CORPORATION, S.A. DIVISION 
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Take your choice: — Cork Tip- 
ped in Burgundy, untipped in 
Olive Green and Filter in Cream 
packs for easy recognition. 


This cigarette is not made for the million. It is for those who 
smoke for pleasure and not from habit... .. and to whom price 
is a secondary consideration. 

Whatever brand of cigarette you are accustomed to smoke, we 
know that you will discover more enjoyment in Rembrandt 
VAN RIJN. Try them. They are an exceptionally fine cigarette. 


PRICED AT ONE SHILLING AND NINEPENCE FOR TWENTY: CORK, PLAIN AND FILTER 
Copyright VRFE-SX 
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Phevitan 


supplementation 
Phenobarbitone 

for fast sedation 


The sedation is in the sugar coating 


These tablets, consisting of our well-known Petervite B Formula, plus Phenobarbitone, provide the 
benefits of the Vitamin B Complex supplementation as well as Phenobarbitone, which exerts the sedation 
required for patients complaining of nervousness, fatigue and anorexia. In PHEVITAN, we have departed 
from the normal method of manufacture by the inclusion of the Phenobarbitone in the sugar coating. 
By this method of administering the sedation, the patient will receive immediate benefit and a feeling of 
euphoria is the result. This is so vital in nervous patients. The formula: Each tablet contains: Vitamin B,, 
2 M .; Vitamin Bz, 1-5 Mgm.; Vitamin Be, 0-25 Mgm.; Nicotinamide, 20 Mgm.; Calc. Pantotherate, 
2:5 Me .; and Phenobarbitone, 4 Gr. The Dosage: One tablet before meals and at bedtime. If desired, 
the belie dose may be increased to three tablets for several evenings until the daytime dosage has taken 
effect. PHEVITAN TABLETS are supplied in: 40’s, 100’s, and 500’s. Price to the patient: 40’s—4/6, 
100°s—9/6, 500°’s—42/6. 


Manufactured in South Africa by 


STANDARDISED 


PETERSEN LTD 


Established 1842 


P.O. Box 38 = P.O. Box 1200 113, Umbilo Rd. P.O. Box 1005 P.O. Box 2233 P.O. Box 5785 
CAPE TOWN BULAWAYO DURBAN BLOEMFONTEIN O.F.S. SALISBURY JOHANNESBURG 
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INTRAMUSCULAR 


“The Iron given parenterally was absorbed 
from the intramuscular site and utilised.’'1 


“Utilisation for haemoglobin production was 
extremely good.’’2 


“In every patient a satisfactory rise in the 
haemoglobin took place.’’s 


“... all the patients in the series developed a 
vigorous sense of well-being which contrasted 
very strikingly with their previous chronic 
ill-health.’'s 


‘From the present series it appears that this 
new iron-dextran complex is a notable advance 
in the treatment of the iron-deficiency of 
pregnancy.’’s 


3. B.M.J., 1954, 
4. LANCET, 1954, 


1255. 
1245. 


§. LANCET, 1954, 2, 942. 
2. B.M.J., 1954, 2, 1257. 


IMFERON IS THE FIRST 
EFFECTIVE IRON PREPARATION FOR 
INTRAMUSCULAR INJECTION 

IT PROVIDES the rapid, reliable response 
of an order hitherto only obtainable with 
intravenous preparations; and it takes much 
less time to administer. 


IMFERON Is indicated for the patient who 
is refractory to, or intolerant of, oral iron; 
and when a rapid response is required, as in 
anaemia of pregnancy. 


TECHNIQUE 
“IT WAS OBVIOUS during this study that 
the skill and care of the person giving the 
injections does much to minimise loca] dis- 
comfort and staining, and it is significant 
that only two patients failed to attend for 
further injections.’’ (Lancet, 1954, 
2, 1245). 


Further informa- 


PR, erly BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LIMITED 
259, Commissioner Street, P.O. Box 5788, Johannesburg. 


tion from 


AMPOULES 2 ml. (100 mg.Fe) boxes 10 and 100 
AMPOULES 5 ml. (250 mg.Fe) bores 5and 50 


FULLY-DESCRIPTIVE LITERATURE, including dosage Calculator, 
on request. A Technical Information Service is at your disposal. 


IMFERON 


Manufactured by Benger Laboratories Limited of Holmes Chapel, Cheshire, England, and distributed in 
the Union of South Africa by Fisons Chemicals (S.A.) (Pty.) Ltd. 


FISONS CHEMICALS 


(S.A.) (PTY.) LTD. 


IRON- DEXTRAN COMPLEX 


PRODUCT 
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NOW ...a new easy- 
to-use form of 
Vi-Daylin 


especially for infants... 


VI-DAYLIN DROPS 


Each 0.6 cc. contains: 
Vit. A. . . 5.000 units 
(1.5 mg.) 

Vit. D. . 1,006 units (25 mcg.) 
Thiamine Hcl. (B,) (1.5 mg.) 
Riboflavin (B,) 1.2 mg. 
Pyridoxine Hel. (B,) 0.5 mg. 
Ascorbic Acid (C) 50 mg. 
Nicotinamide . 10 mg. 


é) A delicious, citrus-flavoured mixture of seven 


essential vitamins. 


) Mixes readily in formula, milk, fruit juices and 


cereals—or, drops right into baby’s mouth. 
) Calibrated dropper measures exact daily dosage. 


Supplied in 15 cc. and 30 cc. bottles. 
—and after the first year, give them regular 
VI-DAYLIN right from the spoon. 


the nutritional formula for growing children. 


ABBOTT LABORATORIES S.A. (PTY...) 27D. 
Johannesburg * Cape Town «+ Durban 


16900 


@ Printed in the Union of South Africa by Cape Times Ltd., Parow, C.P., and published by Juta and Co. Ltd., Cape Town and Johannesburg 


\ 
i 
-* ‘SS 
N 
| 
€.| 9 
NY 
| 
/ 
4\ 
| 
| ( 
\ 
| 
4 
— 
VI-DAYLIN 
: DRO 
LABORA 
qa 
Se? 
SS 


